Body Related Behaviours and Associated Cognitions in the Eating Disorders. by Amin, Reena.
Body-Related Behaviours and Associated 
Cognitions in the Eating Disorders
by
Reena Amin
Submitted for the Degree of Doctor of Psychology 
, (Clinical Psychology)
Department of Psychology 
Faculty of Arts and Human Sciences 
University of Surrey
July 2011
Reena Amin 2011
ProQuest Number: 27557468
All rights reserved
INFORMATION TO ALL USERS 
The qua lity  of this reproduction  is d e p e n d e n t upon the qua lity  of the copy subm itted.
In the unlikely e ve n t that the au tho r did not send a co m p le te  m anuscrip t 
and there are missing pages, these will be no ted . Also, if m ateria l had to be rem oved,
a no te  will ind ica te  the de le tion .
uest
ProQuest 27557468
Published by ProQuest LLO (2019). C opyrigh t of the Dissertation is held by the Author.
All rights reserved.
This work is protected aga inst unauthorized copying under Title 17, United States C o de
M icroform  Edition © ProQuest LLO.
ProQuest LLO.
789 East Eisenhower Parkway 
P.Q. Box 1346 
Ann Arbor, Ml 4 81 06 - 1346
COPYRIGHT STATEMENT
No aspect of this portfolio may be reproduced in any form without the written permission of 
the author, with the exceptions of the librarians of the University of Surrey, who are 
empowered to reproduce the portfolio by photocopy or otherwise, and lend copies to those 
institutions or persons who require them for academic purposes. © Reena Amin
Dedicated to 
my husband, Pritesh Amin 
and
my parents, Ramesh and Sarla Dhokia
TABLE OF CONTENTS
ACKNOWLEDGEMENTS......................................................................................................... 6
INTRODUCTION TO THE PORTFOLIO............................................................................... 7
ACADEMIC DOSSIER.............................................................................................................. 8
Essays...........................................................................................................................................9
Adult Mental Health Essay.......................................................................................................10
Edition 20 (5) of The Psychologist had a Picture on its Front Cover of the DSM-IV Burning. 
What Issues Might this Raise for Psychiatrists, Clinical Psychologists, Service Users and 
You?
Professional Issues Essay......................................................................................................... 28
What are the Differences and Similarities in the Process and Content of Supervision and 
Consultation Practices in Clinical Teams? How Might We Evaluate the Effectiveness of 
Supervision and Consultation in Our NHS Work?
Problem Based Learning Reflective Accounts......................................................................... 46
Problem Based Learning Reflective Account 1.........................................................................47
‘The Relationship to Change’
Problem Based Learning Reflective Account I I .......................................................................54
How do we know if ‘Improving Access to Psychological Therapies’ is working?
Personal & Professional Learning Discussion Group Process Accounts...............................61
Personal & Professional Learning Discussion Group - Process Account Summary 1..............62
Personal & Professional Learning Discussion Group - Process Account Summary II 64
CLINICAL DOSSIER................................................................................................................66
Overview of Clinical Placements............................................................................................... 67
Clinical Case Report Summaries.............................................................................................. 71
Summary of Adult Mental Health Case Report 1......................................................................72
Cognitive Behavioural Therapy with a Female in her Forties Presenting with Bipolar 
Disorder
Summary of Adult Mental Health Case Report II.....................................................................75
A Cognitive Behavioural Therapy Group for Individuals with Bulimia Nervosa
Summary of Learning Disabilities Case Report...........................................................  78
A Cognitive Assessment of a Male in his Late Twenties Establishing Eligibility for Services 
for People with Learning Disabilities
Summary of Older Adults Mental Health Case Report -  Oral Presentation............................. 80
Cognitive Behavioural Therapy with a Seventy Year Old Female Presenting with a Specific 
Phohia
Summary of Advance Competencies Case Report...................................................................84
Narrative Exposure Therapy with a Male in his Thirties Presenting with Post Traumatic 
Stress Disorder
RESEARCH DOSSIER............................................................................................................87
Research Log Checklist............................................................................................................88
Service Related Research Project........................................................................................... 90
An Evaluation of Group Therapy within a Primary Care Mental Health Team
Dissemination of the Service Related Research Project....................................................118
Qualitative Research Project.................................................................................  123
A Qualitative Exploration of Parent’s Experiences of Training as a Clinical Psychologist
Major Research Project.........................................................................................................127
Body-Related Behaviours and Associated Cognitions in the Eating Disorders
Acknowledgements
ACKNOWLEDGEMENTS
The academic challenge of completing the Doctorate in Clinical Psychology would not have 
been fulfilled without the following people. It is to them that I owe my deepest gratitude.
I would like to thank the members of the course team at the University of Surrey. In 
particular, my thanks are due to Dr Clara Strauss, Dr Sarah Johnstone, Dr Naomi Wilson and 
Dr Sue Thorpe. You have provided me with extensive support and guidance throughout the 
training. My thanks extend to my clinical placement supervisors, who provided me with a 
breath of opportunities and space to grow as a clinical psychologist.
My thanks are due to my research supervisor. Professor Glenn Waller, for his direction, 
wisdom and commitment to high standards. You have truly inspired and motivated me to 
achieve my goals.
I am grateful to the many individuals I have worked with who have shown such willingness 
and courage to share their experiences. I am grateful for all that you have taught me and the 
resilience that you have shared.
Special thanks are due to Laura Bowyer and Jennifer Swanston, training would not have 
been the same without you. Completing this journey together has been special, fun and 
memorable. I look forward to the many more journeys together in the future.
I owe my eternal gratitude to my parents, Ramesh and Sarla Dhokia, for instilling the 
importance of education, believing in me and supporting me throughout my life. My thanks 
are also due to all of my family and friends for their ongoing encouragement and support.
My final and special thanks are due to my husband, Pritesh Amin. You have been a pillar of 
strength, and without your support, I would not have achieved my dream. You have taught 
me so much about sacrifice and compromise. I thank you for your unconditional love, faith 
and patience.
Introduction to the Portfolio
INTRODUCTION TO THE PORTFOLIO
This portfolio represents a selection of work that was completed as part of the requirements 
of the Doctorate in Clinical Psychology. It contains an Academic Dossier, a Clinical Dossier 
and a Research Dossier.
Academic Dossier
The Academic Dossier comprises of:
• Two Essays
• Two Problem Based Learning Reflective Accounts
• Two Personal and Professional Learning Development Group - Process Account 
Summaries
Clinical Dossier
The Clinical Dossier comprises of:
• Overview of Clinical Placements
• Five Clinical Case Report Summaries
Research Dossier
The Research Dossier comprises of:
• Research Log Checklist
• Service Related Research Project
• Evidence of the Dissemination of Service Related Research Project
• Abstract of the Qualitative Research Project
• Maj or Research Proj ect
The three dossiers in this portfolio reflect a range of areas covered throughout the Doctorate 
in Clinical Psychology. These include different personal and professional issues, 
psychological theories, therapeutic models, client groups, presenting difficulties and research 
methods. Within each dossier, the work has been presented in chronological order to 
illustrate the development of academic, clinical and research skills.
hi this portfolio, any identifying details have been altered or omitted in order to maintain 
confidentiality and anonymity.
Academic Dossier
ACADEMIC DOSSIER
Essays
Essays
Adult Mental Health Essay
Adult Mental Health Essay
Edition 20 (5) of The Psychologist had a Picture on its Front Cover
of the DSM-IV Burning.
What Issues Might this Raise for Psychiatrists, Clinical 
Psychologists, Service Users and You?
December 2008 
Year I
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Adult Mental Health Essay
Edition 20 (5) of The Psychologist had a picture on its front cover of the DSM-IV 
burning. What issues might this raise for psychiatrists, clinical psychologists, service 
users and you?
Introduction
For many years, there has been a vast debate on the issue of diagnosis and the classification 
system. The question presented in this essay addresses this very subject. Throughout my 
experience within mental health services, I have been overwhelmed with frustration and 
confusion as I feel the issues surrounding diagnosis have been overlooked and the focus has 
become more on identifying professions and power. Having experience in working in a 
multi-disciplinary setting, I have observed such dynamics. I felt that there was a constant 
need to re-iterate ‘the power of psychiatry’ in comparison to other professions, particularly 
psychology. My perspective on this is that this would sometimes take indirect precedence 
over other matters that clearly needed more attention, such as what does the service user 
want and need.
These experiences contribute to my decision on choosing this particular question to explore 
and discuss further. It is very easy to become focused on one particular perspective, 
however, here is an excellent opportunity to consider various viewpoints and the issues that 
arise for each. Most importantly, it provides a possibility to discuss issues this raises for 
service users. Also, for the purposes of clarification, my inference of the question is that, ‘if 
we wake up tomorrow and diagnosis and the diagnostic manual was abandoned, what impact 
would this have?’
Throughout this essay, terms such as ‘diagnosis’ and ‘DSM-IV’ will be referred to and it is 
an important first step to define these in order to provide clarity. Secondly, the controversies 
will be outlined briefly to provide a context in which they will be applied. Finally, the main 
focus of the essay will explore what issues might arise if there was no diagnostic manual for 
psychiatrists, clinical psychologists, service users and myself.
Diagnosis
The word diagnosis originates from the Greek language and means to recognise and 
distinguish (Miller, 2007). Boyle (1990) defines diagnosis as a ‘matching task’. It is 
described as such because medical professionals ‘match' or correspond presenting difficulties
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to predetermined patterns. This concept is based on classification, where there is a method 
for systematically grouping characteristics that share commonality (Malim & Birch, 1998). 
Psychiatry has adopted the use of diagnosis from medicine, where it is used to identify 
physical health problems, which in turn guide treatment.
There are two major classification systems for mental health problems that are widely used: 
The International Classification of Diseases (ICD-10; World Health Organisation, 1993) and 
The Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV; 
American Psychiatric Association, 1994). These are manuals that are used to define 
diagnostic criteria for mental disorders and both adopt a categorical approach.
For the purposes of this essay, I will refer to the DSM-IV (or DSM) classification system as 
it is the subject in the title. However, the issues that are discussed also have strong relevance 
to the ICD-IO.
The Controversy
There has been much controversy and criticism of the DSM. To critically evaluate the DSM 
would be a whole essay in its self and the danger would be to focus too much attention on 
this matter. The issues have been widely discussed in other literature and will only be 
vaguely discussed to provide some context.
Many of the criticisms of the DSM have been attempted to be addressed when each new 
edition has been published. However, some of the core criticisms still remain. The 
foundation still relies heavily on the biomedical model where there is still an assumption that 
there is underlying physical pathology for mental health problems (e.g.. Double, 2001a). The 
reliability and validity of the system has been questioned extensively, and stems further into 
cross-cultural validity (e.g., Widiger & Sankis, 2000). Furthermore, the categories within the 
DSM are assumed to be independent of each other, however the presence of comorbidity has 
been evident (e.g., Krueger & Piasecki, 2002). One of the more prominent criticisms is the 
impact of such categorisation, which often leads to stigma and discrimination for service 
users (e.g.. Crisp et a l, 2000).
There are obviously some advantages to the utility of the DSM, seeing as the current edition 
is selling 600,000 copies a year (Cromby et a l, 2007). It has been used widely as a guide to 
treatment (Kirk & Kutchins, 1992). It also has enabled people to receive help with incapacity
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benefits, disability living allowance and medical insurance (Campbell, 2007). The global use 
of the DSM has resulted in it becoming a structured language to aid communication and 
professional training (Cromby et al, 2007). It has also become a helpful tool in research, 
where certain disorders that are classified in the DSM-IV have been researched extensively, 
which in turn has had significant treatment implications (Sarbin, 1997).
These are only a few of the vast number of issues that underlie the controversial debate of 
diagnosis and classification systems. The aim of this essay is to keep these issues in mind but 
take a step forward and think about what consequences would ensue for psychiatrists, 
clinical psychologists, service users and me, if there was no longer a diagnostic system. I 
will start by looking at the potential consequences for psychiatrists.
Psychiatrists
Initially as I thought of the reaction of the profession of psychiatry to the DSM-IV no longer 
existing, I automatically thought it would be detrimental and it made me think would their 
role become redundant? On reflection, I realised how narrow my thinking was on this and 
how there was a need to step back and look at the bigger picture. Was it appropriate for me 
to assume that without a diagnosis led system, psychiatry would disintegrate? Where did 
these assumptions come from?
Biomedical Model versus Biopsychological Model
My mind takes me to think about the way in which the profession is most dominantly 
conceptualised. The most prominent model used in psychiatry is the Biomedical Model. The 
emphasis lies on biological and physiological causes of mental illness. Mental health 
difficulties are referred to as 'mental illness' as there is an assumption that there is underlying 
physical pathology for mental health problems in the way in which physical health has been 
conceptualised. This concept has been heavily criticised by Thomas Szasz (as cited in 
Double, 2003), who proposed mental illness is a ‘myth’. Symptoms are categorised to form 
diagnoses and these are used to help guide treatment through medication. These ideas often 
draw upon the principles of Emil Kraepelin’s work (as cited in Double, 2001b, 2005) from 
which the development of the DSM was heavily influenced. Kraepelin introduced the 
concepts of ‘dementia praecox’, which came to be known as schizophrenia and manic- 
depressive illness. He defined these as ‘single morbid processes’ and the development of 
classification began (as cited in Double, 2001b, 2005).
13
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Looking back at this theoretical stance, it highlights how my thinking was so constricted, as I 
was only thinking of the biomedical model. Through my readings, it emerged that there was 
an alternative view to that presented by Kraepelin. The biological basis of Kraepelin’s view 
was opposed by Adolf Meyer, who focused more on the person rather than diagnosis and his 
approach was termed psychobiology (as cited in Double, 2001b). The assumptions of this 
model, which is also referred to as the biopsychological approach, were highlighted by 
Wilson (1993). The focus of this approach is on individual, social and environmental factors 
whilst also considering biological and neuropathological factors. It takes into account 
significant traumas that may have been encountered as well as other psychological factors. 
According to this model, it is important not to oversimplify a person’s difficulties and not to 
label someone with a ‘single-word diagnosis’ (Double, 2001b). Meyer proposed that if a 
person’s difficulties would not reach the stage of diagnosis, some management and treatment 
was still needed. Thus, the biopsychological model was concerned with forming an 
understanding of the difficulties rather than trying to fit them into a label.
These perspectives are not unknown, however, the biomedical model has held immense 
power and has continued to dominate the principles of psychiatry.
Redefining the Profession
How do we move beyond this? Going back to my initial thoughts of the consequences for 
psychiatrists, I would now move my position and propose it would be a positive and exciting 
prospect for the profession to redefine its’ identity and role. It provides the opportunity to 
make a transition from the biomedical model to the biopsychological model and towards 
postpsychiatiy (Bracken & Thomas, 2001).
Bracken and Thomas (2001) discuss the different approaches psychiatry can take to continue 
to move away from the prominent biomedical position it holds to more of a biopsychological 
framework. More importantly, it considers the Government policies that begin to contradict 
biomedical psychiatry. For example, the National Health Service (NHS) Plan (Department of 
Health, DoH, 2000) has proposed reforms that focus on service user involvement in 
decisions about their care and treatment. Additionally, there is a move towards highlighting 
the importance of contexts, social and cultural factors and, looking at meaning and 
understanding. Other important aspects include reducing discrimination, poverty, social 
exclusion, providing housing and employment opportunities.
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These initiatives coincide with the proposal made by Bracken and Thomas (2001). 
Postpsychiatry suggests alternatives to the modernist framework that psychiatry is renowned 
for. There are three key elements that comprise modernist psychiatry that postpsychiatry 
attempt to tackle (Bracken & Thomas, 2001). Firstly, the modernist view internalises all 
distress and rarely accounts for contextual information. Secondly, there is an assumption that 
there is an underlying biological cause that can be treated with drugs. Finally, modernist 
psychiatry has had power and this has been demonstrated through coercion and control of 
hospital admissions, drugs and other treatments such as electroconvulsive therapy.
Postpsychiatry propose opposing alternatives to this that engage with Government policies as 
discussed above, and take into account service user perspectives. In addition to this, 
postpsychiatry suggests ways to move away from coercion and control (see Bracken & 
Thomas, 2001). The main emphasis is not to provide a new model but to take into account 
other perspectives to form an integrated stance that can move forward and evolve whilst 
endorsing most crucially the service user perspectives.
I have been horrified at the way in which service users are treated at times when the 
biomedical model takes precedence. I have had the opportunity to observe a psychiatrist’s 
clinic. Each service user openly discussed difficulties and challenges they had been facing. 
The immediate response was not what I would expect of empathy and forming an 
understanding, but immediately about reviewing the dosage of medication. I felt the service 
user wasn’t listened to and I witnessed irritation as that was not what they were asking for. It 
left me feeling dissatisfied and leaves me to wonder how each service user felt leaving that 
room. Before making judgment, I realised that our professional training has differed and the 
way in which we conceptualise information is different. So it brings to my mind that it is not 
enough just to think about postpsychiatiy but to educate and ensure training coincides with 
the model.
It would be harsh to make assumptions that some psychiatrists are not already working in 
this way. I have had the opportunity to have worked with psychiatrists who conceptualise a 
person’s difficulties beyond diagnosis and medication. Postpsychiatiy and Government 
initiatives aim to develop this and the abandonment of the DSM-IV would provide further 
opportunities for the profession to move forward and re-define its’ roles and responsibilities.
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Towards a Drug Centred Model
Another issue raised by Moncrieff (2007) is the way in which drugs are used as an 
intervention in psychiatry. Currently, the disease-centred model is dominantly used which 
assumes that “psychotropic drugs help to correct a biochemical abnormality that represents a 
biological substrate of a specific disease process” (Moncrieff & Cohen, 2005, pp. 145). 
Moncrieff (2007) argues for a change in stance and adopting a drug-centred model of 
practice. Here the suggestions are that “drugs create their own characteristic abnormal states 
or alterations of normal states” (Moncrieff & Cohen, 2005, pp. 145). The main difference 
from the disease-centred model is that the drugs impact on a ‘disease’ whereas here it is 
being proposed that the drugs induce certain states that may be helpful in some social and 
interpersonal situations. The proposal of a drug-centred model aids psychiatry in moving 
away from working to a disease-centred approach which incorporates diagnosis. It enables 
service users to become more involved in describing their experiences, and from this 
understanding, appropriate drugs may be recommended, if  suitable at all (Moncrieff & 
Cohen, 2005). For me, this way of working is comforting as there is no suggestion that the 
drugs will fix a ‘disease’ but that it may help with some of the feelings that are contributing 
to the distress. There seems to be more of a negotiation of what works for whom and in what 
way. This seems important and a further step to include service users in their treatment.
It is important to note that the issues raised for psychiatrists here are not at all inclusive. I 
have only focused on a few, as I wanted to discuss them in more detail. I will now look at the 
impact of the ‘DSM-IV burning’ on clinical psychologists.
Clinical Psychologists
Clinical psychology sees its strength being a profession that provides an individualised and 
formulation based approach to mental health problems. Formulation is to form an in depth 
understanding of the difficulties by using psychological theory with information obtained 
from the service user to form a framework that enables exploration of the causes, 
development and maintenance of the difficulties (Division of Clinical Psychology, 2001). 
Central to formulation is the involvement of the service user in developing this 
conceptualisation of their difficulties. I wonder if formulation-based approaches would take 
the place of a diagnostic system.
Formulation has defined the profession as different from psychiatry (Pilgrim, 2000). If this 
approach was adopted by other professions, what would define clinical psychologists as
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different? Would there be a need for clinical psychologists? Or, would psychiatry do it all? 
Clinical psychologists undergo intensive training at doctoral level. To say that anyone can 
use formulation I feel undermines the level of training we go through. Without other 
professions being trained in such ways, I feel the role of a clinical psychologist would 
continue to hold this expertise.
One criticism of classification systems is the categorical nature of diagnosis and how there 
are clear cut-off points to identify ‘discrete entities’. It is unrealistic to assume that this is the 
reality in clinical practice (Harvey et ah, 2004). Clinical psychologists adopt a dimensional 
perspective which differs from the categorical approach. Brown (1996) suggests that 
individuals assigned a DSM-IV diagnosis differ from “normal” persons only in the 
frequency and/or severity with which they experience the features that form the diagnostic 
criteria’ (as cited in Harvey al, 2004, pp.4). From this perspective has derived the 
transdiagnostic approach, which considers mental health difficulties on a continuum. 
Fairbum et al. (2003) highlighted this very notion in what the DSM-IV has defined as the 
different eating disorders. The authors identified similar psychopathological processes that 
underpin the different eating disorders. Fairbum et al. (2003) suggest that this approach is 
not exclusive to eating disorders but to other presentations. This theory has also been 
extended in anxiety disorders (Norton & Philipp, 2008).
Transdiagnostic approaches to mental health difficulties deals with the issue of comorbidity 
that diagnosis fails to consider. That said, it is not without its own limitations. It still makes it 
difficult to account for mental health difficulties that have vast differences in presentation 
(Harvey et a l, 2004).
Moving away from a diagnostic framework enables transition into other approaches like 
those mentioned above. May (2007) suggests that a community psychology approach would 
present different priorities to those presented by a diagnostic system. Here, emphasis is 
placed upon forming ‘meaning’ of one’s experiences and acknowledging different 
perspectives. There is a move to consider what is important for the service user such as what 
recovery means, working with service users’ explanations of their difficulties and 
introducing service users to others with similar difficulties. Repper and Perkins (2003) 
proposed a recovery model that coincides with these concepts. The basis of the model looks 
at what recovery means as well as what is important for recovery. The model focuses on 
inspiring hope and self confidence, whilst facilitating an understanding of the difficulties and 
moving towards coping strategies and taking back control. In addition, the model attempts to
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move away from the social exclusion most often experienced with ways in which service 
users can engage in relationships, activities and roles that are important to them.
These ideas provide a vast contrast to those presented by the DSM-IV classification system, 
some of which are already being implemented today (e.g., Fairbum et al., 2003; Harvey et 
al., 2004). Initiatives like Improving Access to Psychological Therapies (lAPT) have begun 
to highlight the importance of psychological approaches as well as ways to meet the needs of 
the community (DoH, 2008). In my opinion, the recognition of the importance of these ideas 
and the links to the drive for an increase in service user involvement needs to be brought to 
the forefront.
Service Users
The impact of the DSM-IV being eradicated on professionals has been considered, however 
the most important people to consider are the service users, as they are the people who live 
with a diagnosis and the consequences it brings. It is quite an individualised matter and some 
find receiving a diagnosis helpful and positive whilst others experience it veiy negatively. 
Therefore, it is important to look at what issues, both positive and negative this could raise 
for service users.
Positive Impact of DSM-IV being Eradicated
Receiving a diagnostic label often leads to effects of labelling, stigma and discrimination 
(e.g.. Crisp et al., 2000). Principally, personal and social aspects are those that bare the 
consequences (Penn & Wykes, 2003).
Living with a label of mental health problems reduces opportunities in employment, housing 
options and due to the discrimination they are faced with, they become isolated from the 
community as well as from friends and family (e.g., Knight et a l, 2003). Crisp et a l (2000) 
identified the negative opinions that were held by a sample of the British population, one of 
which was ‘people with mental disorders are dangerous’. In addition, there is a sense that 
people with mental health problems are difficult to communicate with and are 
‘unpredictable’. These overgeneralisations make it increasingly difficult for service users to 
become socially accepted. These findings are further supported by Angermeyer and 
Matschinger (2003) where negative attitudes towards those labelled with a mental ‘illness’ 
impact heavily on the way in which people socially distance themselves. Moreover, the 
Mental Health and Social Exclusion Report (Office of the Deputy Prime Minister, ODPM,
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2004) highlighted that only 24% of people in the UK who have mental health problems are 
employed. This no doubt explains the financial difficulties and for some the poverty that the 
service users are left to live with. Furthermore, the stigma and discrimination service users 
face often acts as a deterrent to access help and services. There is a fear that accessing 
services would increase distress caused by discrimination. In turn, this has substantial 
consequences on service users’ mental health (Raingruber, 2002).
Stigma and discrimination is not only having an impact on social aspects but on the personal 
self. Service users often feel disempowered, devalued and judge themselves negatively 
(Horn et a l, 2007). Barriers to the factors described above often result in feelings of lack of 
achievement, loss of control over life and being in a constant battle. These issues all in turn 
have significant impact on quality of life and recovery (El-Badri & Mellsop, 2007). That 
said, it has gone as far as to suggest that the consequences described above are in fact as 
disabling as the mental health difficulties they are experiencing (Repper & Perkins, 2003).
Considering the impact of labelling and diagnosis on the stigma and discrimination faced by 
service users, it is evident that such effects lead to social exclusion. Would eliminating a 
Tabelling system’ lead to social inclusion? It is not being suggested that by removing a 
diagnostic system that all stigma and discrimination would be diminished. However, it is a 
step forward in service users experiencing more social inclusion along with personal power 
and control over factors such as employment, housing and being part of a community. 
Improvements in these areas could provide a sense of achievement and value in life and 
enable service users to become more empowered.
There are many other factors such as the media that play a vital role in the maintenance of 
stigma and discrimination (e.g., Hinshaw & Cicchetti, 2000; Sayce, 1998). The scope of this 
essay is unable to discuss this issue further but it is important to note that diagnosis is not 
solely responsible for the discrimination and stigma faced by service users.
Another area that may be influenced by the ‘burning of the DSM-IV’ is the level of 
involvement for service users in their care and treatment. This has been discussed in the 
psychiatry section of this essay and to avoid repetition, I would only like to bring it to 
attention as an additional positive outcome for service users.
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Negative Impact of DSM-IV being Eradicated
Some service users appreciate and need to be ‘diagnosed’. It provides them with security and 
a sense of comfort (Boyle, 2007). For some, having a diagnosis is ‘belonging’ and finally 
‘fitting’ into a specific group (Hayne et a l, 2003; Horn et a l, 2007). In addition to this 
notion, for some, it elicits feelings of hope and encouragement that this distress has been 
experienced before (Boyle, 2007). A diagnosis for some guides management and presents 
possibilities to help manage and overcome their difficulties (e.g., Horn et a l, 2007). Without 
diagnosis, service users may feel lost, vulnerable and full of uncertainty. These feelings of 
hope and encouragement may turn into hopelessness.
The way in which services are constructed, accessing help for mental health problems is 
difficult without receiving some sort of diagnosis. In my experience, the financial and 
resource constraints of the current health system results in stringent guidelines on what 
treatment is delivered to whom. This saddens and frustrâtes me as a number of times I have 
seen people who evidently are in need of some help and have been turned away as they do 
not ‘fit a criteria’. Currently, services endeavour to work to deliver National Institute for 
Health and Clinical Excellence (NICE) guidelines to ensure that service users receive 
evidence-based treatments (e.g., NICE, 2004). These guidelines are based on a diagnostic 
system and it raises the question for me about the way in which this information would be 
delivered. I worry that without these criterions, how many people would be acknowledged 
and seen by services to receive treatment?
The role of diagnosis also pays a major role in regulations such as insurance, in capacity 
benefits, disability living allowance and employment policies (Campbell, 2007). It is 
difficult without defining mental health problems to receive adequate support from benefit 
agencies, occupational health, employers and insurance companies. This resonates with my 
work with a service user who presented with severe low mood and problems with anxiety. 
Her difficulties had resulted in her being unable to work and had to take a sufficient amount 
of sick leave. The service user needed an ‘answer’ for her employer and had to justify her 
reasons of absence. With such demands from companies and agencies, it becomes difficult to 
deal with such issues when there is no classification system.
As already mentioned, I feel that the service user perspective on this matter is the most 
important. Professions change and adapt as policies, theories, models of working change. 
However, looking at the research, the impact on service users is on every aspect of their lives 
and livelihood. Again, it is difficult to meet the needs of the service users by going with one
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system over another, however, maybe there is a way in which we can move forward that 
forms some balance.
You
Thinking about the issues that would be raised for me is the most difficult to think about. My 
professional and personal views differ and that makes it difficult to form a definitive 
conclusion on my stance on this matter. In my personal experience, the role of diagnosis and 
having some sort of ‘knowing’ is very important for me in reference to my physical health. 
Belonging to a category is positive and makes me feel like I have knowledge and 
understanding, as well as it reducing my anxieties. These experiences coincide with some of 
the experiences of service users with mental health issues (e.g., Horn et a l,  2007). It is 
difficult to judge how I would feel about receiving a mental health diagnosis as I have not 
been in this situation. I can only conceptualise my stance on my thought processes. What 
makes a diagnosis so positive for me in physical health? It enables me to feel confident about 
the treatment I am receiving, and that there is a scientific foundation. Would I feel this way 
knowing that there wasn’t as strong biological foundations in mental health? Probably not.
Professionally, it becomes more complicated. My views were somewhat limited on the issue 
of diagnosis prior to embarking on this essay. Reviewing different perspectives, I feel 
dissatisfied that the political nature of this topic has taken precedence over so many years. I 
respect that there are advantages and disadvantages of the use of classification systems like 
the DSM-IV. However, if  considering the service users who are implicated the most, I feel 
the disadvantages certainly outweigh everything else. That said, I am not suggesting that 
other perspectives and consequences are not important. My views on the ‘DSM-IV burning' 
therefore are somewhat positive as it seems to me that there are a vast array of possibilities to 
move forward to make a difference to those lives that are impacted the most.
One of the other controversies mentioned is the cross-cultural validity of DSM-IV. The 
eradication of such a system brings to my mind the possibilities for cultural and religious 
factors to be considered more in my practice. My MSc thesis (Amin, 2006) further highlights 
the importance of this where experiences of Muslim women with eating disorders have been 
shown to be influenced by beliefs and cultural norms, which in turn has had an impact on 
accessing support. In addition, some of these women felt they were wrongly diagnosed and 
had alternative explanations (e.g., black magic) for their difficulties. These were ignored by 
the service and they were labelled as ‘ambivalent’ and ‘in denial’. In my view, the
21
Adult Mental Health Essay
ambivalence and resistance to treatment were somewhat expected if  they did not feel 
understood. Being from an ethnic minority myself, I can understand the different cultural 
values and traditions that can impact on the way in which mental health is perceived. From 
this example, it is evident that the lack of knowledge as well as the pressures of current 
systems makes it increasingly difficult to adopt different ways of working. For me, having 
no classification system raises opportunities to work with alternative explanations service 
users present with and work in a way which is more meaningful for them.
On the other hand, I do have concerns about the impact on my own clinical practice. It raises 
anxieties about the way in which I would adopt new principles and ensure I put the needs 
and well being of the service users first. Training and supervision would come to the 
forefi'ont in dealing with such anxieties. The Ten Essential Shared Capabilities (TEC, DoH, 
2004) framework encourages training and professional skills being developed in areas such 
as service user and carer involvement, accounting for diversity issues and mental health 
promotion. There is a focus on issues of choice and working with families and more 
importantly with service users. Additionally, the Mental Health and Social Exclusion Report 
(SEU, ODPM, 2004) reassures me that there is already movement to ensure professionals 
and services are putting some of these standards into practice.
For me, the most striking element of this essay is the consequences for service users as the 
impact on their lives is beyond description and it gives me confidence that there has been 
recognition in this area (e.g., DoH, 2004). Realistically, there seems to be a long way to go in 
order to achieve a world without the DSM-IV, but beginning to deal with issues for service 
users is a positive step in the right direction.
Conclusions
In this essay, I have introduced some of the controversies surrounding the DSM and 
classification systems. It is important to note that this has not been explored in its entirety 
and I have mainly focused on some of the issues that could be raised without such a system. I 
have highlighted how the profession of psychiatry could move forward and the various 
approaches within clinical psychology that could become more prominent. Most importantly, 
I have discussed the possible consequences for service users.
For me, writing this essay has been immensely challenging. The extent of literature that 
exists on this topic made it impossible to discuss many other issues surrounding the DSM-IV
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and classification systems. In addition, issues that were discussed seemed to raise further 
points of discussions which could not be covered in the scope of this essay.
Looking at different perspectives has challenged my thinking on this topic and broadened the 
scope in which I can form a new stance and look forward to implementing some of the ideas 
in my training and practice. It is encouraging to see that Government initiatives are 
beginning to prioritise service users’ needs. However, the dominance of the current 
classification system and biomedical stance of psychiatry makes it evident that there is still a 
long way to go.
23
Adult Mental Health Essay
References
Amin, R. (2006). Illness perceptions in Muslims with eating disorders: A qualitative study. 
Unpublished master’s thesis. City University.
American Psychiatric Association. (1994). Diagnostic and statistical manual o f  mental 
disorders (4* edn).Washington: American Psychiatric Association.
Angermeyer, M.C. & Matschinger, H. (2003). The stigma of mental illness: Effects of 
labelling on public attitudes towards people with mental disorder. Acta Psychiatrica 
Scandinavica, 108, 304-309.
Boyle, M. (1990). Schizophrenia: A scientific delusion? London: Routledge.
Boyle, M. (2007). The problem with diagnosis. The Psychologist, 20, 290-292.
Bracken, P. & Thomas, P. (2001). Post-psychiatry: A new direction for mental health. British 
Medical Journal, 322, 724-727.
Campbell, P. (2007). Hearing my voice. The Psychologist, 20, 298-299.
Crisp, A.H., Gelder, M.G., Rix, S., Meltzer, H.I. & Rowlands, O.J. (2000).Stigmatisation of 
people with mental illnesses. British Journal o f Psychiatry, 177, 4-7.
Cromby, J., Harper, D. & Reavey, P. (2007). Moving beyond diagnosis: Practising what we 
preach. The Psychologist, 20, 289.
Department of Health. (2000). The NHS plan: A plan for investment, a plan fo r reform. 
London: HMSO.
Department of Health. (2004). The ten essential shared capabilities: A framework fo r the 
whole o f  the mental health workforce. London. HMSO.
Department of Health. (2008). Commissioning lAPT for the whole community: Improving 
access to psychological therapies. London: HMSO.
24
Adult Mental Health Essay
Division of Clinical Psychology. (2001). The core purpose and philosophy o f  the profession. 
Leicester: British Psychological Society.
Double, D.B. (2001a).Can psychiatry be retrieved from a biological approach? Journal o f  
Critical Psychology, Counselling and Psychotherapy, 1, 28-31.
Double, D.B. (2001b). The overemphasis on biomedical diagnosis in psychiatry. Journal o f  
Critical Psychology, Counselling and Psychotherapy, 2, 40-7.
Double, D.B. (2002). The limits of psychiatry. British Medical Journal, 324, 900-904.
Double, D.B. (2003). Can a biomedical approach to psychiatric practice be justified? Journal 
o f Child and Family Studies, 12, 379-384.
Double, D.B. (2005). Beyond biomedical models: A perspective from critical psychiatry In: 
Tew, J. (Ed.) Social perspectives in mental health: Developing social models to understand 
and work with mental distress. London: Jessica Kingsley
El-Badri, S. & Mellsop, G. (2007). Stigma and quality of life as experienced by people with 
mtnXeA. WXnQss. Australasian Psychiatry, 15, 195-200.
Fairbum, C.G., Cooper, Z. & Shafran, R. (2003). Cognitive behaviour therapy for eating 
disorders: A “transdiagnostic” theory and treatment. Behaviour Research and Therapy, 41, 
509-528.
Harvey, A., Watkins, E., Mansell, W. & Shafran, R. (2004). Cognitive behavioural processes 
across psychological disorders: A transdiagnostic approach to research and treatment. 
Oxford: Oxford University Press.
Hayne, Y.M. (2003). Experiencing psychiatric diagnosis: Client perspectives on being 
named mentally ill. Journal o f  Psychiatric and Mental Health Nursing, 10, 722-729.
Hinshaw, S.P. & Cicchetti, D. (2000). Stigma and mental disorder: Conceptions o f illness, 
public attitudes, personal disclosure, and social policy. Development and Psychopathology, 
12, 555-598.
25
Adult Mental Health Essay
Horn, N., Johnstone, L. & Brooke, S. (2007). Some service user perspectives on the 
diagnosis of borderline personality disorder. Journal o f Mental Health, 16, 255-269.
Johnstone, L. & Dallos, R. (2006). Formulation in psychology and psychotherapy. East 
Sussex: Routledge.
Kirk, S. A. & Kutchins, H. (1992). The selling o f  DSM: The rhetoric o f  science in psychiatry. 
New York: Aldine de Gruyter.
Knight, M.T.D., Wykes, T., & Hayward, P. (2003). People don’t understand: An 
investigation of stigma in schizophrenia using interpretative phenomenological analysis 
(IPA). Journal o f Mental Health, 12, 209-222.
Krueger, R.F. & Piasecki, T.M. (2002). Toward a dimensional and psychometrically 
informed approach to conceptualizing psychopathology. Behaviour Research and Therapy, 
40, 485-499.
Malim, T. & Birch, A. (1998). Introductory psychology. London: Macmillan Press.
May, R. (2007). Working outside the diagnostic frame. The Psychologist, 20, 300-301.
Miller, M.C. (2007,10 December). Diagnosis: Same as it never was. Newsweek.
Moncrieff, J. (2007). Diagnosis and drug treatment. The Psychologist, 20 ,296-297.
Moncrieff, J. & Cohen, D. (2005). Rethinking models of psychotropic drug action. 
Psychotherapy andPsychosomatics, 74, 145-153.
National Institute for Health and Clinical Excellence. (2004). Depression: Management o f  
depression in primary and secondary care. London: National Institute for Health and 
Clinical Excellence.
Norton, P.J. & Philipp, L.M. (2008). Transdiagnostic approaches to the treatment of anxiety 
disorders: A quantitative review. Psychotherapy Theory, Research, Practice, Training, 45, 
214-226.
26
Adult Mental Health Essay
Office of the Deputy Prime Minister. (2004). The mental health and social exclusion report. 
ODPM Publications: HMSO.
Penn, D.L. & Wykes, T. (2003). Editorial: Stigma, discrimination and mental illness. 
Journal o f Mental Health, 12, 203-208.
Pilgrim, D. (2000). Psychiatric diagnosis: More questions than answers. The Psychologist, 
13, 302-305.
Raingruber, B. (2002). Client and provider perspectives regarding the stigma of and 
nonstigmatizing interventions for depression. Archives o f  Psychiatric Nursing, 16, 201-207.
Repper, J. & Perkins, R. (2003). Social inclusion and recovery: A model for mental health 
practice. London: Bailliere Tindall.
Sarbin, T.R. (1997). On the futility of psychiatric diagnostic manuals (DSMs) and the return 
of personal agency. Applied and Preventive Psychology, 6, 233-243.
Sayce, L. (1998). Stigma, discrimination and social exclusion: What’s in a word? Journal o f  
Mental Health, 7,331-343.
Thomas, P. & Bracken, P. (2004). Critical psychiahy in practice. Advances in Psychiatric 
Treatment, 10, 361-370.
Widiger, T.A. & Sankis, L.M. (2000). Adult psychopathology: Issues and controversies. 
Annual Review o f  Psychology, 51, 377-404,
Wilson, M. (1993). DSM-III and the transformation of American psychiatry: A history. 
American Journal o f  Psychiatry, 150, 399-410.
World Health Organization. (1993). The ICD-10 Classification o f  Mental and Behavioural 
Disorders Diagnostic Criteria for Research. Geneva, WH.
27
Professional Issues Essay
Professional Issues Essay
What are the Differences and Similarities in the Process and 
Content of Supervision and Consultation Practices in Clinical
Teams?
How Might We Evaluate the Effectiveness of Supervision and 
Consultation in Our NHS Work?
January 2010 
Year II
28
Professional Issues Essay
What are the differences and similarities in the process and content of supervision and 
consultation practices in clinical teams? How might we evaluate the effectiveness of 
supervision and consultation in our NHS work?
Introduction
Supervision and consultation are fundamental elements of the clinical psychology 
profession. The role of supervision has been longstanding within applied psychology as well 
as other professions. Although consultation is not a new concept, it has gained much 
attention in recent years. There have been increasing pressures from government initiatives 
such as New Ways of Working (BPS, 2007), that have had an impact on the way in which 
psychological services are delivered. This has had further implications for clinical 
psychology where the profession is now in a statement of defence in justifying the value of a 
clinical psychologist. Much emphasis has now been placed upon defining the role as more 
than just a ‘therapist’ and consultation has become one of the areas of focus.
Being a part of the profession in these changing times has made me think about the different 
aspects of the role of a clinical psychologist. With the growing emphasis on consultation and 
supervision, I chose this essay to explore these areas in greater depth and think about issues 
that are an inevitable part of my professional future.
Before aiming to answer the question in hand, it is important to note that the concepts of 
supervision and consultation are vast and relevant in a range of professions and settings. It 
would be unrealistic to cover all areas and therefore the focus of this essay shall be 
predominantly within the clinical psychology profession.
This essay shall first discuss definitions of supervision and consultation and briefly examine 
some of the theoretical approaches to these concepts. It then will go on to focus on the 
differences and similarities in the process and content of supervision and consultation in 
clinical teams. The final part of this essay will focus on a discussion about evaluating the 
effectiveness of supervision and consultation within an NHS setting.
What is Supervision?
Defining supervision has become complex as many descriptions and interpretations have 
been proposed. Milne (2007) illustrates this complexity by highlighting that many definitions
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have been presented based on different professions (e.g., nursing, psychology, etc), 
theoretical stances (e.g., systemic, psychodynamic, etc) and formats (e.g., individual, group).
With the growing importance of supervision, Milne (2007) suggests that an empirical 
definition should be formulated in order for the development in research and clinical 
practice. On addressing the difficulties with previous definitions, an empirical definition has 
been proposed and is quoted below:
“The formal provision, by approved supervisors, of a relationship-based 
education and training that is work-focused and which manages, supports, 
develops and evaluates the work of colleague/s (precision). The main 
methods that supervisors use are corrective feedback on the supervisee’s 
performance, teaching, and collaborative goal-setting (specification). It 
therefore differs from related activities, such as mentoring and coaching, by 
incorporating an evaluative component (precision by differentiation). An 
example is Gillam, Strike-Roussos, and Anderson (1990), who described 
supervision in terms of a discussion of the supervision model and of the 
respective roles of supervisor and supervisee, joint goal-setting, observation 
of the supervisee, and evaluation. They helpfully appended an outline of 
these meetings, consisting of 18 agenda items (precision through examples). 
Supervision’s objectives are “normative” (e.g., quality control), “restorative”
(e.g., encourage emotional processing) and “formative” (e.g., maintaining 
and facilitating supervisees’ competence, capability and general 
effectiveness) (specification by identifying the functions served). These 
objectives could be measured by current instruments (operationalization).
This definition is supported by recent reviews of the empirical literature 
(e.g., Falender & Shefi*anske, 2004; Watkins, 1997) and by consensus 
statements (e.g., Falender et a l, 2004) (corroboration)” (Milne, 2007, p.
439).
This definition has integrated various definitions that have been prominent (e.g., Bernard & 
Goodyear, 2004; Department of Health, DoH, 1993) and has illustrated crucial factors that 
are important in policy and clinical practice today (Milne, 2007). The definition also aims to 
address the complexity by accounting for all therapeutic orientations, supervision formats, 
levels of training and different professions. It is hoped that this definition can provide a more
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holistic representation of supervision and can progress clinical practice and research in this 
field.
What is Consultation?
In vast contrast, defining consultation has had little attention and it has been difficult in 
sourcing a definition within a clinical psychology context. That said, consultation has been 
popular in educational psychology and there have been important contributions in 
understanding the concept. Kurpius and Fuqua (1993) discussed different elements that 
contribute to the meaning of consultation:
“These are (a) provide information, advise, or help; (b) provide an outside 
gestalt; (c) provide a theory of process and organizational functioning; (d) 
rely on the use of multiple models; (e) require a strong conceptual process;
(f) create a foundation for understanding interrelationships among the 
different ways to view organizational phenomena; and (g) show how generic 
knowledge is transmitted fi*om consultant to the consultée system.” (Kurpius 
& Fuqua, 1993, p. 598)
Kurpuis and Fuqua (1993) also highlight the importance of consultation being a triadic 
relationship which involves a consultant, a consultée, and the client/client system. 
Furthermore, it should not be viewed as a linear relationship (consultant to consultée to client 
system) and more focus should be on the interrelationships within this triad.
Consultation is not a new concept within clinical psychology yet it has received little 
attention over the years. The Management Advisory Service (1989) promoted consultation 
within clinical psychology though, it did not seem to influence the profession greatly. Due to 
initiatives like the New Ways of Working (BPS, 2007), consultation along with leadership 
has now become an important part of the agenda for clinical psychology. Although it has 
been difficult to find a specific definition, many of the concepts of consultation have been 
described. Lake (2008a) describes the aims of consultation as providing a space for teams to 
think about issues and to formulate as a team to enhance understanding. This enables the 
‘consultation’ to explore ideas, views, and thinking. Furthermore, there is an emphasis on 
ensuring that consultation is not about being an expert but about empowering the consultée 
by helping explore different ways of thinking and enhancing skills. These provide useful 
descriptions of the current discussions around consultation within clinical psychology.
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Content and Process of Supervision and Consultation
In considering the different definitions and descriptions, it is apparent that there are many 
differences and similarities in the process and content of supervision and consultation. It 
would be impossible to explore all of these issues and only a selection shall be discussed. It 
is therefore not implied that this is an exhaustive list of differences and similarities.
Similarities
Learning and Reflection
A key theme in both supervision and consultation is that they both aim to form learning 
styles and offer a reflective space. Bernard and Goodyear (2009) discuss that one of the 
primary goals of supervision is to teach and for the supervisee to take on the role of the 
learner. Skill and knowledge development as well as formulating understanding are central 
in this learning process (Scaife, 2009). Lake (2008a) also highlights the significance of the 
learning process within consultation, where it aims to provide a space where more inquisitive 
learning can take place. Here the focus lies in providing an open exploration of different 
formulations and ways in which the work can move forward.
For both supervision and consultation, reflection seems to be integral to this learning 
process. Milne and James (2002) highlight the importance of reflection in their experiential 
learning model of effective supervision which has been developed from Kolb’s (1984) model 
of experiential learning. There are four key aspects of the model which are reflection, 
conceptualisation, planning and practical experience. Falender and Shafranske (2004) 
describe this as:
“Learners act and reflect, becoming more aware of their actions and of the 
knowledge base or conceptualisations that might guide them, and thereby 
grasp the implications of their actions, which in turn inform future actions 
through planning.” (Falender & Shafranske, 2004, p. 24)
This also seems to compliment some of the ideas of consultation where the aims are to 
provide a reflective space that enables inquisitive thinking. The central emphasis is on 
providing an “open, enquiring, reflexive and psychologically informed approach” (Lake, 
2008a, p. 15), as well as offering an opportunity to enhance skills and develop ideas.
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Learning and reflective practice in both supervision and consultation are central and this 
similarity seems to be a crucial aspect in the content (e.g., what is learned) and process (e.g., 
how this is achieved) of both approaches.
Theory and Evidence-Based Practice
Theoretical frameworks and evidence-based practice are underlying foundations of effective 
supervision and consultation and many models have been developed which have focused on 
content and process elements (e.g., Hawkins & Shohet; 2006; Schein, 1991). The models 
have been developed to aid the understanding of these approaches and to provide an 
evidence-base for effective practice. Formulation forms an integral part of this in both 
consultation and supervision. Lake (2008b) proposed the team formulation approach in order 
to facilitate a theoretically driven and shared understanding of the difficulties. Systemic 
formulations can also be used to think about organisational difficulties and team dynamics 
(Dallos & Draper, 2005). In supervision, formulations are also used to understand clients’ 
difficulties and to plan interventions. In addition, they can be used to help understand 
processes within the supervisory context (Milne, 2009).
It can be seen that theoretical frameworks have a dual function. They can facilitate the 
content of consultations and supervision by structuring the course of discussion, formulating 
understanding and planning future actions. On the other hand, they can also be used to 
conceptualise process issues like team dynamics, transference and counter-transference and, 
supervisory relationships.
Diversity
Issues of diversity are similar in supervision and consultation where an appreciation of 
difference is promoted (Falender & Shafranske, 2004). Awareness of individual differences 
such as gender, age, race, culture, socioeconomic status, sexuality and disability is 
commonly explored in order to facilitate professional practice (Behring & Ingraham, 1998). 
That said, addressing diversity is often not a simple task and the development of cultural 
competence should be a part of training (Scaife, 2009). The importance of diversity is 
reflected in the need to understand others and to gain an insight into their worlds in order to 
form relevance of any supervisory or consultative process. Both content and process issues 
are apparent in diversity where differences can have an impact on dynamics and on the other 
hand, more content based conceptualisation can take place.
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Interpersonal Relationship(s)
The interpersonal relationship is a commonality and of great significance in the process of 
consultation and supervision. There have been many studies that have looked at the 
importance of the relationship and its contribution to successful consultation and supervision 
(e.g., Bordin, 1983; Green & Herget, 1991). Frequently, the relationship has been linked to 
influencing change (Bordin, 1983), facilitating learning (Kolb, 1984), providing a supportive 
function (Lake, 2008a) and in turn contributing to clinical outcome.
With such importance of the relationship and its influence on many factors, it is not 
surprising that many models and frameworks have been developed to aid the development of 
such relationships (e.g., Bordin, 1983). Many elements have been said to contribute to a 
productive and positive relationship. In supervision and consultation, the formation of 
relevant and mutual goals has been highlighted as one of these elements which then assist in 
establishing ways and tasks in which these are to be achieved (e.g., Bordin, 1983; Green & 
Herget, 1991). The bond and alliance is also crucial in developing a positive supervisory 
relationship (Bordin, 1983). Collaboration, empathy, warmth and a non-judgemental stance 
are just some of the qualities that have been highlighted in both the supervision and 
consultation literature that contribute to this effective relationship (e.g., Falender & 
Shafranske, 2004; Green & Herget, 1991). Hence, the development of such relationships is 
an important process in both supervision and consultation and it should be given consistent 
attention in order to achieve successful outcome in the areas discussed.
Differences
Power
Within supervision, there are clear power dynamics between the supervisor and supervisee. 
The role of the supervisor is one of an educator, evaluator, assessor and facilitator of 
personal and professional development (Fleming & Steen, 2004). The supervisor holds 
clinical responsibility and is viewed as the expert and one that imparts knowledge. Although 
collaboration is aimed for, this highlights that the issue of power imbalance is a somewhat 
inevitable dynamic in the process of supervision.
In contrast, power dynamics within consultation are aimed to be more equal. The role of the 
person(s) providing consultation is not one of an expert or assessor (Lake, 2008b). 
Collaboration and empowerment of the consultées is central and Lake (2008b) emphasises 
the importance of ensuring that expertise and knowledge is shared and not placed only in the
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consultant. The consultation should aid the development of skills in others as well as draw 
upon others unique expertise.
Although the intention in consultation is to keep some sort of power equilibrium, diversity 
amongst its members can have further implications. Differences in race, gender, culture, 
socioeconomic status, disability and sexuality, can have an impact on the power dynamics 
within a group, where the minority can feel overpowered (Hawkins & Shohet, 2006). These 
diversity issues also can have an impact in supervision where backgrounds of both 
supervisee and supervisor can have an influence. Although it is common to think of the 
supervisor as more ‘powerful’, diversity can sometimes create alternative dynamics. For 
example, if the supervisee was older in age than the supervisor, it becomes a more complex 
interaction where the supervisor may feel intimidated. It is important to hold in mind that it 
is difficult to always achieve a power balance. Therefore, there is a need to be mindful of 
such dynamics in either a supervisoiy or consultative process.
Clinical Responsibility
Part of the role of the supervisor is holding clinical responsibility for the work of the 
supervisee (BPS, 2003). The level of responsibility is more so when the supervisee is in 
training, though, even when the supervisee is qualified, supervisors remain accountable. 
Furthermore, once any information is shared within supervision, responsibility also becomes 
shared. The supervisor is responsible for monitoring the work of the supervisee and ensuring 
that risk management procedures are followed, that the clinical work is ethical and that the 
quality of the work meets standards (BPS, 2003). The supervisor acts in a position of 
authority and has usually more expertise and experience than the supervisee.
Consultation differs from supervision on this aspect. The consultant does not hold any 
clinical responsibility for the professionals that are involved in the consultation. Lake et al. 
(2008) emphasises this and discusses that although the consultation is an approach to 
facilitate guidance and understanding using psychological thinking, ultimately the consultées 
are responsible for their future actions. Again, this reiterates that the consultant is not in an 
‘expert’ role but more so of a facilitator. That said, a consultant would need to be mindful of 
the ethical responsibility one has. If a consultant is aware of misconduct or unethical 
practice, it would be inappropriate to ignore this and therefore it should be reported to the 
necessary management to be addressed. A further issue arises when one is required to 
provide within team consultation. Taking on the role of an internal consultant complicates 
the boundaries of responsibility. Although, clinical responsibility still remains with the team
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or particular professional involved, it becomes more difficult to detach from the client in 
question or issues that are being discussed. Therefore, one might feel more emotionally and 
subjectively responsible than when one is an external consultant. Lake et al. (2008) provide a 
word of caution about taking on the role of the internal consultant as it creates multifaceted 
issues where some core aspects of consultation become more difficult (e.g., neutrality).
Training and Qualifications
A further difference between supervision and consultation is that of qualifications and 
training. In order to be able to supervise, one must be a qualified chartered clinical 
psychologist and undergo additional training as well as engage in continuous professional 
development (BPS, 2003). Furthermore, the guidelines stipulate that it is desired that the 
supervisor has at least two years post-qualification experience. The guidelines also outline 
various other requirements (e.g., supervision workshops, training) that are essential in the 
development of competent supervisors.
To provide consultation, further training or qualifications are not essential and consultation 
skills are assumed to be gained during the Doctoral Training in Clinical Psychology (Preedy, 
2008). From my experience on placement, there is already an expectation that trainee clinical 
psychologists should partake in consultative work before completing training. Reflecting on 
this, although no formal qualification is required to provide consultation, universities 
providing doctoral training programmes should be mindful of providing sufficient levels of 
training and opportunities in this area.
Evaluation
Clinical governance was introduced as a framework to monitor the quality and standards of 
services within the NHS to ensure that the best care is available (DoH, 1988). Evaluation and 
clinical effectiveness are an integral part of clinical governance and in assessing whether 
standards are being met. Research and audit inform this process and the drive for ‘evidence’ 
for ‘effectiveness’ continues to grow.
Evidence-based practice is also a fundamental aspect of clinical psychology and research is a 
part of the role of a clinical psychologist. The term ‘ scientist-practitioner’ is often used to 
portray this and to also identify that clinical psychologists are more than just ‘therapists’.
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As discussed earlier, supervision and consultation have been highlighted as important 
aspects of personal and professional development, which further facilitates the process of 
ensuring high quality of care and protecting the best interests of clients. This links well into 
the government agenda of clinical governance. It only then feels appropriate to address the 
evaluation and clinical effectiveness of supervision and consultation.
Research into the effectiveness of supervision has been vast, however there has been little 
research focused on consultation. The importance of supervision and consultation has been 
addressed frequently in the literature (e.g., Fleming & Steen, 2004; Pilgrim, 2008), yet it has 
been a complex task in establishing efficacy. Much of this complexity could be due to the 
fact that there does not seem to be one sole definition of supervision or consultation. 
Therefore, it could be argued that evaluation becomes difficult when we are unsure what we 
are measuring. The multiple definitions and descriptions of supervision present multiple 
variables that could be measured. As differentiated in this essay, there are also many process 
and content related factors and this adds to the complexity of evaluation. For instance, some 
of the variables that have been identified include client outcomes, therapist characteristics, 
relationships, performance as a supervisee and supervisee’s reaction to supervision (Fleming 
& Steen, 2004). How do you know what variable equals effectiveness?
Conversely, although there have been descriptions of consultation and the growing 
importance of it, it has been difficult to find a definition within a clinical psychology context. 
Again, this raises the question of what are we measuring?
Furthermore, scientific and methodological issues have been explored as a concern in many 
of the evaluation studies that have been previously conducted (e.g., Ellis et al, 1996). The 
concerns raised have further implications and suggests that some of the research conducted 
so far could be ambiguous. Therefore, future research needs to be mindful of the 
methodological issues (e.g., validity, power, randomisation) that have been outlined in this 
study.
The intricacy of evaluation in this area has been highlighted by Milne and James (2000) 
where the educational pyramid was drawn upon to formulate a framework of evaluation for 
supervision. Here there is identification of complex relationships and the way in which they 
impact upon each other and in turn inform evaluation procedures. The model differentiates 
the effect of consultancy upon the supervisor, effect of supervisor upon supervisee and, then
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the effect of both on the client. The complexity of the multi-level framework is similarly 
relevant in consultation although it has not been defined as such in the literature.
Methods of Evaluation
I have discussed some of the difficulties with evaluation and am not attempting to provide 
complete solutions to these here. Based on the definitions and descriptions discussed earlier, 
it is evident that there are multiple factors that would require evaluation using different 
methodologies (e.g., qualitative/quantitative). The scope of this essay does not allow for 
discussion of all the factors within supervision and consultation that could be evaluated and 
therefore a selection of factors that are relevant to both shall be focused upon. Discussion 
shall attempt to explore some process and content issues but it is not implied that this is all- 
inclusive.
Process
There are number of process issues that may be subject to evaluation which include 
interpersonal relationships and satisfaction which have been shown to play a vital role in 
both supervision and consultation. The therapeutic relationship is crucial in any change 
process (Bordin, 1983), and as discussed earlier, it has become an influential part of the 
supervisory and consultation process (e.g., Efstation et al, 1990; Green & Herget, 1991). 
With the huge emphasis on achieving a positive alliance, various methods can be put in place 
to evaluate this.
For supervision, adaptations of the Working Alliance Inventory (Horvath & Greenberg, 
1989) has been a suggested tool to measure the effectiveness of supervisoiy alliances 
(Bernard & Goodyear, 2009) and has been used in various studies (e.g., Lehrman-Waterman 
& Ladany, 2001). The measure is based upon the three factors (goals, tasks and bond) of the 
supervisory working alliance introduced by Bordin (1983). Items on the measure explore the 
supervisee’s goals, the tasks that would aid the accomplishment of the goals and the bond 
between the supervisor and supervisee. Also, goal setting and the quality and quantity of 
feedback from the supervisor have been highlighted as core aspects of supervision (Bernard 
& Goodyear, 2009) and the Evaluation Process within Supervision Inventory (Lehrman- 
Waterman & Ladany, 2001) can be used to evaluate these areas.
It was difficult to find a particular measure that looked at therapeutic alliances in 
consultation. However, it is important that this is addressed as part of the evaluation process.
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Qualitative methods are one way of exploring and developing a new area of research. 
Interviews with individuals that are part of the consultation would be useful in identifying 
individual perspectives. Additionally, focus groups could be used to assist in developing a 
new measure. The Working Alliance Inventory has been adapted for supervision and it could 
be reviewed to assess the adaptability to consultation.
Satisfaction has been linked to the experience of positive relationships (e.g., Ladany et al, 
1999), which has already been highlighted as an important aspect of successful consultation 
and supervision. Questionnaires measuring satisfaction are often used as part of evaluations 
as well as qualitative feedback. However, caution has been advised in assuming that 
satisfaction equates to effectiveness (Ladany et al, 1999). The authors discussed that 
feedback within supervision can be perceived negatively by the supervisee and therefore be 
less satisfied even though it may be honest and sufficient.
Competencies
In addition to the process issues, evaluation of other variables also needs consideration. 
Learning and developing skills was a commonality in supervision and consultation that was 
identified earlier. One approach of evaluating learning in supervision is the competency- 
based approach (Falender & Shafranske, 2004). Here an initial assessment of current skills is 
established and thereafter further goals and advanced competencies are set. Various methods 
have been proposed to evaluate this which includes observation, questionnaires, self-report 
and qualitative methods. In addition, contracts can be used to monitor learning and goal 
attainment. Contracts have been used to form agreements between those involved as well as 
to negotiate goals, process and content issues and, as a monitoring tool in supervision (BPS, 
2003) and consultation (Lake et al, 2008).
Clinical Outcome
Another area of evaluation is clinical outcome. The ultimate goal of supervision and 
consultation is to assist the process that aims to ensure that the client’s best interests are 
protected and to enhance positive outcome for clients. This forms an important part of the 
audit process within clinical governance and therefore forms a compulsory part of most 
services. Both qualitative and quantitative methods can be used to measure outcome, 
although quantitative measures such as questionnaires are most commonly used. Clinical 
outcomes have become very important however, it could be argued that it is the most 
subjective factor to measure as it is difficult to account for all confounding variables. 
Furthermore, based on the range of goals that clients may have, defining a good outcome is
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often variable. This makes it difficult to then form a direct link between outcome and the 
supervision/consultation process. Studies which have attempted to make this link have had a 
number of methodological flaws and it has been difficult to ascertain this relationship (e.g., 
Falender & Shafranske, 2004).
Worthem and Isakson (2002) have proposed a way in which outcome can be monitored and 
then be tracked with the goals of supervision and expected treatment response. This allows 
for the early identification of problems with treatment and it also allows for supervision to 
become more focused accordingly. The measure that was used to monitor outcome was The 
Outcome Questionnaire (OQ-45; Lambert & Burlingame, 1996) which assesses various areas 
such as symptom distress, interpersonal relations and social role performance. This is 
coupled with the development of weekly graphs of the results of the OQ-45 and 
predicted/expected outcome. Although there are benefits of using such an approach, it is not 
without its limitations as there are other possible mediators and moderators that remain 
unaccounted for (Lambert & Hawkins, 2001). Again, finding a formal method to link 
consultation and outcome has been difficult. However, the use of the OQ-45 is a positive 
option. Yet some work needs to be done in formulating the expected response from the 
interventions that rise from the consultation in order to track the goals set out. In addition, as 
noted previously, the subjectivity of what is being measured leads to some uncertainty and 
therefore other methods such as qualitative methods should be put in place to gather more in 
depth data.
Implications for the NHS
Reviewing just some of the areas of evaluation, it is apparent that it is a vast area. It is 
sensible to conclude that multiple methods of measuring multiple factors are needed in order 
to attempt to evaluate supervision and consultation. As the demand from clinical governance 
increases (DoH, 1988), the NHS is under pressure to deliver effective and quality services. 
As discussed, evaluation plays a pivotal role in this and it is already clear that there is much 
complexity involved.
Reflecting on this, many practicalities and issues came to my mind about the feasibility of 
intricate and methodologically sound evaluation methods that this essay has only begun to 
touch upon. Firstly, in order to be able to engage in such rigorous research and evaluation, 
one must be qualified to do so. Clinical psychologists undertake specialist training in 
research as part of the doctoral training in clinical psychology. However, the emphasis of 
acquiring these skills is much less in many other professions. Although research knowledge
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and skills provides another unique point to the profession, it also brings with it a 
responsibility and pressure. With the many other competing demands, practicalities such as 
time seem to form an obstacle.
Another issue is that of the financial implications for the NHS. Research takes time away 
from seeing clients and reducing waiting lists. Again, from my experience services are under 
immense pressure to control waiting lists and therefore it seems difficult to prioritise 
evaluation. Also, resources such as questionnaires and tools to aid the research can be 
expensive, which can form further barriers.
More positively, I have experienced teams that have acknowledged the importance of 
evaluation and research and it has been very much part of the service agenda. Professionals 
working collectively to joint goals seem to have been extremely helpful in this process. For 
me, it is a great opportunity for clinical psychologists to demonstrate leadership skills and 
bring this issue to the forefront. That said, it is not an easy task to embark upon, but it is an 
opportunity to ensure that evaluation is on the map and an important part of service 
provision.
Conclusion and Reflections
In writing this essay, the enormity of the area became a reality for me and I was 
overwhelmed by the many issues that needed to be considered. I feel this is very much 
reflected in the essay, as I was only able to discuss a few of these.
I found it immensely challenging to identify content and process issues independently as 
often I found that they were interlinked. However, I have attempted to highlight some of the 
similarities and differences that fulfil one or both of these categories. Again, the complexity 
of evaluation has been discussed in the essay and I have provided some suggestions of how 
one might embark on evaluation. More importantly, as I was writing this section, the reality 
of conducting evaluation in NHS settings became apparent and potential difficulties were 
discussed.
Although I have leamt a lot from writing this essay, I also feel overwhelmed at the 
complexity of the topic. The difficulties in defining supervision and consultation 
demonstrate that there are many different facets to consider and this has further implications 
for evaluation and professional development. Furthermore, I have found that differentiating
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content and process is not always straightforward, and both play an integral part of both 
supervision and consultation. When considering evaluation, I have leamt that it is important 
to consider the combination of different methodologies whilst accounting for the many 
criticisms that have been outlined in previous studies. Also, contextualising evaluation 
within an NHS setting has been relevant.
This essay has only begun to demonstrate the importance of supervision and consultation. In 
line with my reasons for writing this essay, these are inevitable parts of the role of a clinical 
psychologist and it has been useful to draw on some of these aspects in preparation for my 
future profession.
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The Brief
The Problem Based Learning (PBL) exercise was presented with the title ‘the relationship to 
change’. The brief was concise and it required reflection and interpretation within the 
Personal and Professional Learning Discussion Groups (PPLDG), in order to then work 
towards a presentation over a 5 week period. The focus of this account will be on the 
reflections of the PBL exercise and the group process. In addition, I will discuss how this has 
impacted my clinical practice and personal development.
The PBL Exercise
Reaction to Task
My initial reaction to the task was one filled with apprehension and discomfort. I was 
surprised that we were given such an elusive task on the second day of starting the doctoral 
course in clinical psychology. My expectations led me to think that the first week would be 
more of an introduction and getting to know each other. However, when we were presented 
with the task, it felt as if we were being thrown into the deep end. With the task being 
ambiguous, it made it difficult to grasp the essence of it. I was also frustrated that we were 
required to begin work on the task with our groups without being given sufficient time to get 
to know each other. 'Fear of the unknown’ was definitely present. On reflection, this 
highlighted for me how service users may feel when starting a therapy they know little 
about, and how anxiety provoking this may be. In my clinical work, I have now begun to 
acknowledge the feelings service users may bring to the first session and provide a space for 
normalising and validating these.
The first PBL meeting was an experience for me where I was left feeling inadequate and 
disappointed. I felt that there were strong power dynamics between the group and the 
facilitator. The difference of ideas and the way in which these were presented created some 
conflict. This experience appears to resonate with the stage of ‘storming’ in Tuckman’s 
(1965) model of group development, which suggests some hostility and conflict between 
group members. I felt intimidated and noticed myself closing off from the group. I felt 
unable to speak which was unusual for me and left the session feeling worried about being 
judged negatively in a new environment. Discussions with other group members about their 
thoughts and feelings enabled me to deal with the anxiety and allowed the various 
perspectives of the dynamics to be explored. This allowed me to form a realistic picture of
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what was going on rather than allowing myself to engage with negative thoughts which were 
leading me to become more withdrawn.
Group Tackling the Task
Reaching a deflnitive decision on the way in which we were to tackle such a brief seemed to 
develop naturally. We discussed ideas to develop a clear direction to achieve a presentation 
that was meaningful to us and the audience. Factors that enable us to change personally 
seemed to be a common theme in our discussions and led us to connect this with how 
important the therapeutic relationship for change is in our clinical work. The relevance of the 
topic seemed to be exacerbated by the prospect of all trainees about to embark on their first 
placements.
There were clearly different strengths within the group and defining tasks seemed to work 
naturally according to peoples skill set. However, working with others in the group was 
frustrating at times. Not having complete control over my learning was difficult and anxiety 
provoking and as all group members were responsible for the result of the task, this made me 
nervous and uncomfortable. Reflecting on my personal traits, a need for control seems to be 
common particularly when there needs to be a positive outcome. Knowing that I did not have 
sole control over the outcome of the task made me feel vulnerable. My concerns did not stop 
here. If I was feeling this way, surely others would be worried too? I was now responsible 
for ensuring I was achieving and working hard enough for others.
In addition, everyone had different ways of working and styles. At times I felt that I 
struggled with negotiating this with other members of the group. My perfectionism tends to 
lead me to want to do things in a very meticulous manner with particular attention to detail. 
When things are not done in a certain way, this tends to bother me and the need to take 
control becomes increasingly apparent.
Having worked in teams and groups before has provided me with opportunities of 
challenging this. The PBL exercise has further enabled me to acknowledge and recognise 
when my perfectionism and need to control starts to creep in.
This learning experience further highlights the difficulty in challenging and making changes 
to one’s thinking patterns and behaviour. This resonates with my clinical experience with 
cognitive behavioural therapy and it has highlighted that we expect service users to take on 
such tasks. Having experienced that making changes to patterns of behaviour and thinking is
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no simple task allows me to be more empathie and realistic about what expectations I place 
on service users in therapy. I feel that this will be crucial in advancing a therapeutic 
relationship and will provide a more realistic ability to normalise with a service user.
Presentation
The presentation focused on the importance of the therapeutic relationship for change and 
how this begins in the first encounter with the service user. In order to present the theory and 
our ideas, it was decided that we would combine a theory based presentation with role plays. 
This format worked well for the group as there was a clear divide of skills where some were 
more dramatic and creative than others. The presentation began with a role play that depicted 
a ‘bad’ first encounter followed by a presentation on the model of therapeutic alliance 
(Bordin, 1975) and the concept of radical collaboration (Chadwick, 2006). Thereafter, a 
second role play was conducted to demonstrate a more ideal encounter highlighting points 
described in the theories discussed.
The presentation seemed to be received well. The role plays were engaging and humorous 
and seemed to capture the message of the presentation very well. In order to provide two 
very different components for the presentation, it was decided that the PPLDG group would 
split into 2 groups based on skill set. I found this a veiy useful method for breaking the task 
down into smaller chunks and ensuring that everyone in the group was able to contribute 
effectively. Using this process allowed me to be confident and comfortable and I felt the 
group was able to work more collaboratively. Each of the small groups would have goals to 
work towards and we would regroup together to review progress, problem solve and ensure 
that we supported each other throughout the process. This again highlights the pertinence of 
such skills when working with service users. Collaborative working within a supportive 
environment has been found to be effective in enhancing the therapeutic relationship and in 
turn impacting on change (Chadwick, 2006).
Overall, I was pleased with how the presentation was delivered. However, I was slightly 
disappointed with myself as I became more anxious than I expected. My anxiety had not 
impacted the presentation significantly but I was aware it had an impact on my performance. 
This experience has made me realise that my confidence with public speaking needs 
developing and I need to push myself to overcome the anxiety in future. Since the 
presentation, I have volunteered to go first to present a clinical case to my PPLDG group. 
Previously, my preferences were not to put myself forward in anxiety provoking situations. 
However, I felt that the PPLDG group had become a safe place and that my relationship with
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other members had developed. There has been a sense of trust and openness between group 
members and this enabled me to start to experiment with my own anxieties. Through my 
experiences of exposing myself to my anxieties, I have found the need to start with less 
difficult tasks in safe environments to enable me to build my confidence to take on bigger 
challenges. This reiterates the importance of planning behavioural experiments well with 
service users in cognitive behavioural therapy. Wells (1997) discusses the importance of 
exposure coinciding with testing out predictions and thoughts for anxiety whilst also 
considering the service user’s safety. Therefore, I need to ensure discussions take place with 
service users in clinical practice so that they are comfortable and ‘safe’ in the tasks we set 
and carry out in therapy.
Group Process
The members of the PPLDG group were from diverse backgrounds with different skills and 
experience. I had my reservations of compatibility of such diversity and I had concerns about 
how members would work effectively together. My concerns were soon reduced as it 
became evident that having such differences worked in a positive way and strengthened the 
group. I feel that having group members from diverse backgrounds enabled the group to 
account for different perspectives and experiences, and discuss these openly. Currently I am 
working within a multidisciplinary team and am working with colleagues from varied 
backgrounds. I have become more aware of differences and the impact this may have on a 
team situation in both a positive and negative way. It has also made me more aware of 
diversity issues between myself and a service user within a therapeutic setting and how 
important it could be to discuss these in therapy.
At the first meeting, we were required to allocate roles of a ‘chair’ and a ‘scribe’. This 
increased the tension between group members as it was clear that some members were more 
leading characters and the pressure seemed to be evident for these members to come 
forward. In retrospect, in order to allow others to hold different roles within the group 
process, it may have been helpful to alternate the role of ‘chair’ and ‘scribe’ each week. This 
would have enabled all members to work in different roles and would have balanced the 
power dynamics. It also would have given the opportunity to those that were more inclined 
not to take leadership roles to come forward and experiment in a safe environment.
At times, I felt I was not sure what my role was in the group. Previously taking more of a 
leader role in group situations, it felt disconcerting that as I was not in this position and I
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became confused as what my role actually was. On reflection, it was a positive learning 
experience taking a different role and learning other skills such as tolerating the uncertainty 
and living with the need to control and take over. Though this was extremely difficult, it 
enabled me to experiment with this unsettling environment. This is very important as holding 
the same role in every group situation is unrealistic and therefore having the opportunity to 
experience a different role enabled me to be more versatile in future situations.
Final Thoughts
I found the PBL exercise a valuable experience and writing this reflective account has 
enabled me to highlight my learning. I have been able to acknowledge personal traits and 
how ‘change’ in me as a person in different situations is vital in my development. I have 
identified some weak areas that I can work on as well as some of my strengths. In addition, 
taking a different role in a group has enabled me to experience different skills and allowed 
me to consider taking on different group roles within a professional environment. Most 
importantly, I was able to relate to emotions and difficulties that service users may face 
during therapy. It has made me think about some issues that should be considered with 
service users. Overall, the task and the reflection process has been one that has made me 
think about change in a different and positive way. It has provided ‘food for thought’ and 
positive action points for my development.
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Introduction
I was put into a group of four, second year and four, third year trainee clinical psychologists. 
Our task was to prepare a consultancy report on how the effectiveness of Improving Access 
to Psychological Therapies (lAPT) can be assessed.
The focus of this account will be on the reflections of completing this Problem Based 
Learning (PBL) task. Furthermore, I will talk about how these reflections have impacted my 
clinical thinking and how I have been able to use the experience to influence my professional 
practice.
Reaction to the Task
My initial feeling about the task was one of disappointment. Having a positive experience 
with the first PBL task, I was looking forward to working on a topic that would provide 
insight into a new and relevant area. Although lAPT is very current and relevant to the 
current climate of the profession, I was unsure how well it sat with my current learning needs 
on my learning disability placement. Having just completed a placement in adult mental 
health, I felt that it may have been more appropriate to undertake this task last year.
On reflection, this led me to think about how similar feelings may be evoked in clinical 
teams. Often staff may feel that training and continuous professional development events are 
inappropriate for their needs. It is important to think about how one can go about ensuring 
that relevance is at the forefront and consultation with staff teams is important to explore 
what is felt to fit their needs to aid engagement with tasks.
I also found that my mind was preoccupied with other demands that required attention and I 
felt that the task was not a priority. On reflection, this made me think about how certain 
clinical pressures can result in neglecting other tasks that also hold importance. I realised I 
often find myself focusing on the more immediate matters such as risk issues and direct 
clinical work, and find other things that are crucial to my professional development such as 
keeping up to date with the current literature often get postponed.
As a group, it was interesting to see that others were also having negative reactions to the 
task. The group expressed frustration and immediately launched into attacking LAPT. 
Opinions and feelings about the principles of LAPT were criticised and our curiosity about
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the task seemed to be absent. This surprised me given that our profession is renowned for 
holding values that are non-judgemental and encourage curiosity. I realise now this may also 
be why I left early sessions feeling deflated. What our group did well was to notice our 
reactions and as a result take a more reflective stance. This experience has re-highlighted to 
me that we are all influenced by our own experiences and beliefs and need to be mindful of 
when these impact on our work. How the group tackled the problem at the start reminded me 
of multidisciplinary team meetings where the ‘problem’ can be discussed continuously when 
a more solution-focused approach may be more useful. This can lead to professionals feeling 
deflated and unmotivated. Since this group, I have become more aware of the facilitative role 
psychologists can have in ensuring team and client work does not overly focus on the 
negative.
The Group Process 
Engaging with the Task
Due to sickness, I was unable to attend the first group meeting where decisions on how to 
approach the task were made. On returning, I felt somewhat ‘out of the loop’. This made me 
think about how clients may feel in group therapy after having missed a session. If not dealt 
with appropriately, it could potentially make the client feel disconnected and result in 
disengagement. When facilitating group therapy in the future, I will need to be mindful of 
the ‘absent’ client and think about how to ensure they feel updated and comfortable in 
rejoining the group.
We worked independently for much of the task before bringing it all back together before the 
presentation. This was a new experience for me and in hindsight I felt this resulted in the 
group feeling less cohesive than other groups I have been in. Although there was no conflict, 
the minimal interaction resulted in a more task focused atmosphere. Reflecting on this, I 
recognised that the conflict with other demands seemed to preoccupy others time and 
therefore it seemed understandable that these dynamics were present. This reminds me that 
my clients could feel ‘disconnected’ in therapy if attention has not been given to building 
relationships. The positive impact of taking time to build such relationships is evident and is 
often expressed as a crucial element of any change process (Bordin, 1984).
Roles
The group were from diverse backgrounds with different experiences and cultural 
upbringings. That said, we were all females and there was an absence of the male
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perspective. Also, we were all of similar ages and I wonder what impact an older member 
would have had on the discussions and construction of the presentation. This made me 
realise that it is not always possible to work in a team or a group that represents all aspects of 
diversity. This makes it easy to sometimes neglect other perspectives and a future role for me 
in all aspects of my work will be ensuring the multiplicity of perspectives is included at all 
levels.
As I missed a crucial session, I felt that my role within the group had been decided in my 
absence. Many decisions had been made and the group had clear goals and direction. I felt I 
therefore took on a more conservative role where I found myself conforming to ideas that 
had been decided. Although I did not feel negatively to the plans made, I did not find myself 
challenging them or offering alternative suggestions. Maybe this had something to do with 
not wanting to cause disruption in a group that seemed to be working well. Although the 
outcome of the group was positive, Janis (1972) points out such processes can have negative 
consequences. Conforming to group decisions to avoid conflict has been termed a process 
called ‘groupthink’ (Janis, 1972) which can result in alternatives being neglected. The 
process of groupthink is important to consider when decisions about client’s care are being 
made. It has made me think about how important it is to remain critical and open to other 
ideas. This may mean that conflict is inevitable, however, this seems a small cost to pay 
when considering the ethical and practical implications of not putting the client’s best 
interests first.
Taking on a conservative role had made me feel anxious in the previous PBL task, yet I 
found myself feeling less apprehensive this time. During the first PBL task, I felt a sense of 
competition and a need to impress as a new trainee in front of a facilitator. During this task, I 
was more comfortable in my role and could appreciate the learning experience of the group 
process more. It has made me realise how I can take on different roles in different situations 
more comfortably. This is an important skill to continue building on with the increased focus 
on the different roles a psychologist should be taking (BPS, 2007).
Power
During the first PBL task, having a course team facilitator created strong power dynamics. 
The power imbalance felt threatening as there were concerns about being judged and 
evaluated. This hierarchy allowed for the facilitator to be directive and there was little 
challenge of this. Yalom (2005) discusses how the presence of a senior position can cause
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the group to be precautious and withdraw openness and this very much felt the experience 
during the first task.
Although we had no facilitator in this task, it was evident that there were still implicit power 
differentials between the two year groups. This seemed to be dictated through our different 
levels of experience and stages of training. Yet, the power dynamics were different to those 
felt during the first PBL task. Yalom (2005) discusses how power differences can reach 
equilibrium if there is openness from the group to explore its own structure. I found our 
group discussed our experiences and highlighted members’ strengths and what they could 
bring to the process. I feel this enabled us to notice that although we were at different stages 
of training, each person had a unique set of skills and experience that they could contribute. 
This has helped me think about future experiences of groups, whether it is group therapy, 
consultancy or team meetings and how one may go about trying to achieve some power 
balance and empower others in the ‘less powerful’ position.
Presentation
The presentation was based on a radio game show called ‘just a minute’. A crucial part of the 
task for our group was reflecting on the multiple viewpoints that formed many of our 
discussions and it was important to ensure these were communicated. We used role play with 
different stakeholders to demonstrate the various opinions in evaluating a service such as 
lAPT.
On reflection, although we demonstrated multi perspectives, we failed to recognise the 
perspectives of those fi"om ethnic minorities. One of lAPT’s main aims is to ensure access by 
ethnic minorities (DOH, 2008) and it is important to then think about whether such an 
initiative is effective regarding this aim. In addition, we did not think about LAPT in relation 
to older and younger people and those with intellectual disabilities. There is now a drive for 
lAPT to be extended for child and learning disability services (DOH, 2008). This left me 
wondering what views would be communicated about lAPT and evaluation from these 
groups and I have since been able to consider the impact of LAPT in my learning disability 
placement.
On the day of the actual presentation, we lost a member of the group due to sickness. 
Initially, I thought this would create difficulties yet the group were able to adjust to the 
situation and work together to form solutions. I noticed that although I felt we had been
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independent in our working for much of the time, we had in fact developed a sense of team 
work and group cohesion. I felt this was because of our earlier discussions about our 
similarities. We were able to take responsibility together to ensure the presentation was 
delivered. Yalom (2005) highlights the importance of a group assuming responsibility for 
each other to ensure that the group functions well. Within teams in the NHS, often there are 
absent members and this experience made me think about how to include those absent 
members, for example, using minutes so that everyone in the team feels supported and 
equally responsible.
Before the presentation, I had concerns that we had not actually answered the brief. I felt 
disappointed that I may have not met the task requirements. However, the presentation itself 
went well and the feedback received was positive. Reflecting back to the first PBL task, I 
again found myself worrying about ‘doing things right’ and I noticed that my perfectionism 
had created anxiety. Noticing the discrepancy between the feedback and my feelings, I 
questioned whether my concerns were genuine or if the perfectionist in me was taking 
control. An ongoing learning need is being more aware of this process and deconstructing 
whether my concerns are ‘accurate’.
Final Thoughts
I have been surprised that my initial negative reaction to this PBL task has resulted in a rich 
learning experience. I have been able to reflect upon changes between the two PBL tasks as 
well as encounter new learning experiences. It has enabled me to think about how topics that 
at first may seem unconnected to my current position in learning and practice can be relevant 
to my professional development. Furthermore, reflections from this PBL task can be put into 
practice and influence my clinical work. It has provided a platform to provide new learning 
needs for me as well as building upon previous ones and I have found reflective writing a 
crucial aid to this process.
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Summary of Personal and Professional Learning Development Group
Process Account I
The personal and professional learning development group (PPLDG) forms an essential part 
of our learning. At the end of year one, the process account reflects on the formation and 
development of our PPLDG group with particular focus on the learning experiences and 
group processes that were experienced.
Group Formation
I begin by talking about the formation and structure of the group. We used the forum to 
explore personal and professional issues as well clinical cases from our placements and, the 
structure of our group sessions is outlined. I discuss diversity within the group and the 
importance of reflecting on these issues.
Group Development
The second part of this reflective account focuses on group development. I reflect on the 
anxieties and apprehension prior to the group commencing and exploring the possible 
explanations. I then describe the earlier stages of the group and how the group shared 
anxieties and experiences of joining the group. Identity and roles within this particular group 
context was an important learning point and I talk about my particular role within the 
PPLDG group. Most importantly, I discuss the way in which the group developed and went 
through different stages before reaching group cohesion.
Personal and Professional Development
Finally, I focus on the personal and professional development throughout the year and the 
main contributions and learning processes are reflected upon. Throughout the process 
account, the reflections and learning processes are related to clinical practice and the 
implications within an organisational setting such as the NHS.
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Personal and Professional Learning Development Group 
Process Account Summary II
The aims of the personal and professional learning development group (PPLDG) focused on 
providing a learning environment to explore and reflect on pertinent issues. At the end of 
year two, this process account reflects on the changes and development of the group, key 
learning points and the group processes experienced. In addition, I explore how the group 
has influenced my personal and professional development within my clinical practice in the 
NHS.
Group Structure
The first part of this reflective account focuses on how the structure of the group changed in 
the second year. Here, I talk about the development of the group from year one and how this 
contributed to a solid foundation that influenced the beginning of year two. I also discuss the 
changes within the group during the second year and how the group adapted to these 
changes.
Key Themes
Secondly, I focus on some key themes that were prominent throughout the year. In 
particular, I discuss issues of safety within groups and the ways in which this impacts upon 
disclosure and group cohesion. I also talk about the role of diversity and how it has 
influenced my approach to such issues and in particular within my clinical practice.
Roles
In this section, I reflect on the changing roles within the group and the role of a new 
facilitator. I consider the changes from year one and how the different group roles have 
developed.
Finally, throughout this account, I reflect on my learning from the PPLDG and how this has 
influenced my clinical practice within the NHS.
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Adult Mental Health Placement
The placement was divided between three multi-disciplinaiy teams; a Primary Care Mental 
Health Team (PCMHT), an Eating Disorders Service, and a Continuing Needs Service.
Clinical
I worked with adults aged 18-55, who presented with a range of mental health difficulties 
which included depression, anxiety disorders, bipolar disorder, psychosis, eating disorders, 
and borderline personality disorder. This often included working with co-occurring 
difficulties surrounding bereavement and substance misuse. Individual work also involved 
comprehensive assessments, therapeutic interventions and risk management. The therapeutic 
approaches used included psychoeducation, cognitive behavioural therapy (CBT), 
behavioural therapy and dialectical behaviour therapy (DBT). I also carried out cognitive 
assessments using a range of psychometric tools. The setting was predominantly in an 
outpatient clinic, however some work was also carried out within the community. At the 
Eating Disorders Service, I planned and co-facilitated a ‘CBT group for Bulimia Nervosa’. I 
also planned and co-facilitated a ‘Hearing Voices’ Group at the Continuing Needs Service.
Service Evaluation
As part of my placement at the PCMHT, I coordinated an evaluation of the existing group 
therapy programmes. I also assisted with the design and planning of future service evaluation 
at the Eating Disorders Service.
Teaching and Presentations
I undertook teaching presentations at the PCMHT and the Eating Disorders Service. 
Teaching included a presentation on the role of personality in the Eating Disorders, and a 
presentation on the service evaluation with recommendations at the PCMHT.
Learning Disabilities Placement
This placement was in a multi-disciplinary team within the Psychology and Challenging 
Needs Service for adults with learning disabilities.
Clinical
I worked with adults aged 19-71, with learning disabilities, who presented with a range of 
mental and physical difficulties. These included difficulties such as depression, bereavement.
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challenging behaviour, pica, autism, Down’s syndrome and, Aspergers syndrome. I carried 
out a number of comprehensive cognitive assessments which included dementia and learning 
disability assessments. Therapeutic work was conducted in a range of settings including an 
outpatient clinic, residential care homes, day centres and work in the community. The 
models of therapy used were systemic family therapy, CBT and behavioural therapy.
Consultation and Teaching
I provided consultation to staff teams to facilitate the transition for clients into residential 
care homes. Following a client’s bereavement, I also provided consultation to a staff team 
within a residential home around ways to manage the effects of bereavement on both the 
team and other clients. Furthermore, I facilitated a teaching session on bereavement to the 
Community Learning Disabilities Team and, the Psychology and Challenging Needs 
Service.
Older Adults Mental Health Placement
This placement was based within a multi-disciplinaiy Older Adults Community Mental 
Health Team.
Clinical
I worked with older adults aged 67-80, who presented with organic, mental and physical 
health difficulties. Presentations included depression, generalised anxiety disorder, specific 
phobia, psychosis, dementia, cancer and chronic pain. The therapeutic approaches used 
included CBT, narrative therapy and, indirect work with carers and families. A number of 
comprehensive psychometric assessments were conducted to assess for dementia and 
cognitive deficits. I also planned and co-facilitated a ‘Coping with Forgetfulness’ Group.
Service Development
I was involved in the design, planning and recruitment stages of a service user and carer led 
project which aimed to create a dementia information pack for service users and carers.
Child and Adolescent Mental Health Placement
This placement was within a multidisciplinary Child and Adolescent Mental Health Team.
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Clinical
I worked with children and adolescents aged 3-17, who presented with anxiety disorders, 
depression, eating disorders, behavioural problems and deliberate self harm. I conducted a 
number of cognitive assessments and behavioural observations to assist with 
multidisciplinary assessments of autism and, language and social communication disorders. 
Therapeutic interventions used included CBT, psychodynamic psychotherapy and family 
work using a systemic model. Some interventions involved working in conjunction with 
other professionals and liaising with multiple agencies and schools.
Consultation and Teaching
I provided consultation to schools following cognitive assessments which led to diagnoses of 
Aspergers syndrome and language deficits. This involved psychoeducation, problem solving 
and the development of strategies. Further to this, I delivered a teaching presentation to the 
Child and Adolescent Mental Health Team. The presentation focused on narrative exposure 
therapy for post-traumatic stress disorder (PTSD) for adults and young people.
Advanced Competencies Placement
My advanced competencies placement was within a Specialist Trauma Service with a team 
of clinical psychologists.
Clinical
I worked with adults aged 30-67, who were suffering from PTSD and other comorbid 
difficulties such as depression and complex grief. The majority of clients had experienced 
multiple and repeated traumatic experiences. I frequently worked with interpreters as part of 
my interventions as many of the clients were refugees and asylum seekers. Individual work 
involved specialist PTSD assessments, risk management, supporting legal proceedings and 
liaising with the local CMHT. The therapeutic models used were trauma-focused CBT and 
narrative exposure therapy.
Teaching
I co-facilitated a one day teaching workshop on PTSD to an Improving Access to 
Psychological Therapies team. I also presented on recently published research in PTSD to 
the team.
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Cognitive Behavioural Therapy with a Female in her Forties Presenting with
Bipolar Disorder
Referral and Presenting Problem
A 45 year old, white British female (‘Sally’) was referred to the Primary Care Mental Health 
Team following a diagnosis of bipolar disorder. At the time of the assessment, she reported 
difficulties with low mood, anxiety, low self esteem and difficulties managing her diagnosis.
Assessment and Initial Formulation
Assessment included clinical interview, the Beck Depression Inventory, the Beck Anxiety 
Inventory, the Mania Rating Scale and the Internal State Scale. Further information was 
obtained through liaising with Sally’s Care Coordinator. An initial formulation was 
collaboratively developed using the cognitive behavioural model for bipolar disorder (Lam et 
al, 1999).
Intervention and Re-Formulation
In accordance to NICE guidelines (2006), cognitive behavioural therapy (CBT) was offered 
in conjunction with pharmacological intervention. Due to a depressive episode, the 
formulation was further developed and the intervention process was guided by the cognitive 
model of depression (Beck, 1967, 1976) and the CBT model for bipolar disorder (Lam et al, 
1999). The intervention process was ongoing and we had met for 8 sessions thus far. The 
main areas of focus for intervention included:
• Psychoeducation
• Behavioural activation
• Cognitive restructuring
• Constructing an early warning signs profile
• Relapse prevention and self management
Outcome
Outcome was measured using psychometric measures and self-report. The psychometric 
measures demonstrated improvements in mood and anxiety. Sally reported that techniques 
such as thought challenging and behavioural activation had been helpful in improving her 
depression and anxiety.
Diversity issues and critical reflections of the work were addressed.
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A Cognitive Behavioural Therapy Group for Individuals with 
Bulimia Nervosa
Theoretical Framework
This case report described a cognitive behavioural therapy (CET) group for individuals with 
bulimia nervosa (BN). The theoretical framework for the group was outlined and consisted 
of the efficacy of CET groups for EN. Furthermore, research on pre-treatment motivational 
enhancement therapy (e.g., Feld et al, 2001) and dialectical behaviour therapy (DET) 
(Linehan, 1993) to address issues of ambivalence and affect regulation, respectively, were 
discussed.
Structure of Group
In line with this evidence-base, a group therapy program was formulated for individuals with 
EN and a rationale was presented. Part 1 consisted of motivational enhancement and DET 
skills training. Part 2 focused on the principles of CET for EN. The group therapy program 
consisted of 16 weekly sessions of 90 minutes.
Assessment
All clients referred to the group were assessed using clinical interview and psychometric 
measures (Eeck Depression Inventory, Eeck Anxiety Inventory, Eating Disorder Inventory 
3, Balance for Change). The group consisted of six white British females, aged 23-39.
Formulation and Intervention
The formulation and intervention process were guided by the trans-theoretical model of 
change (Prochaska & Diclemente, 1992), Millon’s biosocial theory (as cited in Linehan, 
1993) and the CET model for EN (Fairbum et al, 2003). Pre- and post group processes were 
also considered.
Outcome
Outcome was measured using psychometric measures and self-report. There were some 
changes in motivation and mixed feedback for the DET components. Outcome of Part 2 of 
the group were still to be measured.
The report concluded with reflections and a critical evaluation of the work.
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Summary of Learning Disabilities Case Report
A Cognitive Assessment of a Male in his Late Twenties:
Establishing Eligibility for Services for People with Learning Disabilities
Referral and Presenting Problem
A white British male (‘Adam’) in his late twenties was referred to the Community Team for 
People with Learning Disabilities for a cognitive assessment to investigate a possible 
diagnosis of a learning disability. Adam reported difficulties with memory, numeracy, 
literacy, maintaining personal hygiene, carrying out daily tasks (e.g., domestic) and 
communication. The family’s perspective of Adam’s difficulties was also obtained and was 
consistent with Adam’s view.
Hypotheses
In line with the current literature on learning disabilities, it was hypothesised that Adam 
would have significant intellectual impairment across different cognitive domains and with 
adaptive/social functioning. It was therefore further hypothesised that his profile would be 
consistent with that of a learning disability.
Cognitive Assessment
A comprehensive assessment exploring intellectual functioning, adaptive/social functioning 
was conducted using the Wechsler Adult Intelligence Scale, Third Edition and the Adaptive 
Behaviour Scale -  Residential and Community, Second Edition. Further to this, a full 
developmental history was obtained fi"om Adam’s father.
Results
Adam presented with a profile consistent with that of a learning disability. He showed 
significant impairment with his intellectual and social/adaptive functioning. There was also 
evidence that these difficulties have been longstanding (before adulthood).
Recommendations
A number of recommendations were suggested and discussed with Adam. These included 
referrals to Workstart, occupational therapy, independent supported living and psychological 
therapy.
Critique
The case report concludes with a critique of the cognitive assessment and considered 
reflections of the process.
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Cognitive Behavioural Therapy with a Seventy Year Old Female Presenting with a
Specific Phobia
Referral and Presenting Problem
A seventy year old, white British female (“Mrs Williams”) was referred to the Older Adults 
Mental Health Team as she was suffering from a choking phobia. Mrs Williams described 
having significant fears of choking when trying to drink any fluid and reported experiencing 
severe anxiety symptoms which included breathlessness, heart racing, sweating and shaking. 
She also described having negative thoughts such as “I am going to die” and “I am going to 
choke” when she attempted to drink. As a result of this phobia, Mrs Williams reported that 
she often was very dehydrated and avoided certain drinks completely. She also had become 
avoidant of social situations as she was worried about choking in public.
Formulation and Intervention
In line with the evidence-base for the treatment for anxiety disorders (e.g.. Beck et al, 1985), 
the treatment approach used was cognitive behavioural therapy (CBT). Learning theory (e.g., 
Mowrer, 1947) and the cognitive model of phobias (Bennett-Levy et a l, 2004) guided Mrs 
Williams’ formulation and intervention. The intervention process consisted of 10 sessions 
and included:
• Socialisation to treatment and psychoeducation
• Building a hierarchy
• Graded exposure
• Behavioural experiments
• Cognitive restructuring
Outcome
The outcome of this piece of work was measured using a psychometric measure and self- 
report. There were significant improvements in her anxiety symptoms.
Development as a Clinical Psychologist
A crucial aspect of the presentation of this clinical work focused on my development as a 
clinical psychologist and the impact this has had on me personally and professionally. I 
briefly discussed some of the areas I feel I have developed, such as the process of learning 
and experiencing different therapeutic models and using this advanced knowledge to develop 
more informed evidence-based formulations and choices for intervention within my practice. 
I commented on my appreciation of the levels and dynamics of different relationships (e.g..
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therapeutic, supervisory, organisational and peer relationships). Having experienced both 
positive and complex dynamics within different relationships, this enabled me to reflect on 
how I manage and adapt to these different dynamics. This has been crucial in developing a 
reality of working with different relationships within the context of the NHS.
This case report allowed me to specifically demonstrate and focus my development as a 
reflective practitioner as well as a scientist-practitioner. In particular, having had a good 
foundation of CBT knowledge and experience prior to training, I felt this case allowed me to 
develop as a practitioner by acknowledging the role of flexibility and risk-taking within the 
CBT model. Furthermore, it allowed me to develop reflexivity within my practice and learn 
how this can further enhance the therapeutic process. I have also been able to develop a more 
client-led approach whilst remaining within a theoretical framework. Finally, I addressed my 
development of thinking about and incorporating issues of diversity within my work and the 
crucial role of critical evaluation and reflection. .
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Narrative Exposure Therapy with a Male in his Thirties Presenting with 
Post Traumatic Stress Disorder
Referral and Presenting Problem
An Afghani male in his thirties (‘Ali’) was referred to a specialist trauma service for an 
assessment for post traumatic stress disorder (PTSD). His first language was Urdu and an 
interpreter was used throughout the work. Ali had been suffering from nightmares and 
flashbacks of traumatic events that he had experienced in Afghanistan. He reported feeling 
frightened and hypervigilant. Additionally, Ali had been experiencing sleep difficulties, lack 
of appetite, and loss of interest in activities. Ali had adopted various avoidance strategies to 
help him cope.
Assessment
Assessment included a comprehensive clinical interview and psychometric measures 
(Clinician Administered PTSD Scale, Beck Depression Inventoiy, Beck Anxiety Inventory, 
Impact of Events Scale - Revised, Manchester Quality of Life Scale).
Formulation and Intervention
Theories of memory (Lang, 1979, 1984, 1993) and a cognitive model for PTSD (Ehlers & 
Clark, 2000) aided the formulation. In line with Ali’s formulation and the current evidence- 
base, narrative exposure therapy (NET) was deemed appropriate. NET has been developed 
as a treatment for PTSD following war, civil conflict, political violence and torture (Neuner 
et al, 2002; Neuner et al, 2004). The main areas for intervention include:
• Psychoeducation and rationale for treatment
• Creating Ali’s ‘lifeline’
• Constructing Ali’s narrative with cognitive restructuring
• Hopes and aspirations for the future
• Ending
Outcome
Outcome was measured using psychometric measures and qualitative feedback. Issues of 
diversity were considered as there were various dynamics to consider. The report concluded 
with a critical evaluation and reflections of the work.
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Research Log Checklist
1 Formulating and testing hypotheses and research questions X
2 Carrying out a structured literature search using information technology and literature search tools X
3 Critically reviewing relevant literature and evaluating research methods X
4 Formulating specific research questions X
5 Writing brief research proposals X
6 Writing detailed research proposals/protocols X
7 Considering issues related to ethical practice in research, including issues of diversity, and structuring plans accordingly X
8 Obtaining approval from a research ethics committee X
9 Obtaining appropriate supervision for research X
10 Obtaining appropriate collaboration for research X
11 Collecting data from research participants X
12 Choosing appropriate design for research questions X
13 Writing patient information and consent forms X
14 Devising and administering questionnaires X
15 Negotiating access to study participants in applied NHS settings X
16 Setting up a data file X
17 Conducting statistical data analysis using SPSS X
18 Choosing appropriate statistical analyses X
19 Preparing quantitative data for analysis X
20 Choosing appropriate quantitative data analysis X
21 Summarising results in figures and tables X
22 Conducting semi-structured interviews X
23 Transcribing and analysing interview data using qualitative methods X
24 Choosing appropriate qualitative analyses X
25 Interpreting results from quantitative and qualitative data analysis X
26 Presenting research findings in a variety of contexts X
27 Producing a written report on a research project X
28 Defending own research decisions and analyses X
29 Submitting research reports for publication in peer-reviewed journals or edited book X
30 Applying research findings to clinical practice X
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ABRSTACT
Objectives: This study aimed to evaluate the referral process and participant engagement in 
the ‘Overcoming Depression’ and ‘Anxiety Management’ groups. Additionally, it examined 
the clinical effectiveness of the groups and evaluated participants’ feedback.
Design: This study was carried out in 3 sections. Section A focused on an examination of 
referral information. A with-in subjects pre-post design was used to evaluate clinical 
outcome. Section C focused on participant feedback.
Setting: A Primary Care Mental Health Team.
Participants: Data were collected from 16 service users who attended the ‘Overcoming 
Depression’ group and 14 service users who attended the ‘Anxiety Management’ group.
Outcome Measures: The outcome measures used included the Mind over Mood Depression 
Inventory, Mind over Mood Anxiety Inventory, Effect on Life Inventoiy and a Group 
Evaluation Form. Additional information regarding referrals and participant engagement 
were also collected.
Results: Descriptive analysis indicated a large proportion of referrals were discharged before 
groups commenced and of those referrals that were accepted into the groups, the majority of 
participants completed the programme. Paired t-tests revealed a significant reduction in 
depression and anxiety symptoms after the group. Additionally, there were significant 
changes to areas of life that were impaired due to the difficulties. Overall, participants found 
the groups a helpful and positive experience.
Conclusions: The study provides positive results indicating the usefulness of such group 
therapy programmes, whilst providing possible areas of improvement. The service related 
implications and recommendations include more comprehensive data collection, introducing 
additional tools to assess commitment and motivation, and developing group content.
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INTRODUCTION
The prevalence of depression and anxiety disorders has become a concern where 1 in 6 
people in the UK will receive a diagnosis (Mental Health Policy Group, 2006). Evidence- 
based psychological therapies have taken a role in trying to deal with such a demand. In 
particular, there is a vast evidence base for the efficacy of individual cognitive behavioural 
therapy (CBT) for depression (e.g.. Beck et al, 1979) and anxiety disorders (e.g., Clark, 
1986).
In order to meet such a demand, the National Institute for Health and Clinical Excellence 
(NICE, 2007) has published guidelines to ensure that access to such therapies is available, 
with some exceptions, to mild and recent presentations. The reality however illustrates a 
greater demand in comparison to the ability to supply by health services. Recent figures 
suggest that only 1 in 4 who suffer fi-om depression and anxiety disorders actually receive 
treatment (Mental Health Policy Group, 2006). Within this report, further concerns regarding 
the economic consequences of those not receiving treatment were outlined (e.g., increase in 
incapacity and unemployment benefits).
The reliance on individual psychological therapy with such a demand has become 
problematic where long waiting lists become unavoidable. A survey conducted by the 
Division of Clinical Psychology (1993) presented estimations of waiting list times being a 
minimum of 6 months before an initial appointment and in some cases there was a wait for 
over one year (White, 2000). To overcome the demand, a stepped care framework was 
introduced to deal with long waiting lists. Stepped care aims to match the severity of 
people’s difficulties to appropriate levels of intervention. At level 2, the aim is to introduce 
interventions in primary care. At this level, the NICE guidelines recommend guided self help 
for depression and anxiety. Guided self help entails a programme that is based on cognitive 
behavioural therapy (NICE, 2007).
Group therapy is often used within a stepped care fi-amework at level 2 and is used to reduce 
waiting lists (White, 2000). In addition, it is more practical and cost effective than individual 
therapy (Bieling et a l, 2006). There has been some research that indicates that CBT group 
therapy has been effective in treating depression and anxiety disorders (e.g., Burlingame et 
al, 2004; Lidren et al, 1994). However, the difficulty still remains in identifying whether 
group and individual CBT can be seen as equally effective.
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The current study is a service evaluation set within a Primary Care Mental Health Team 
(PCMHT). The PCMHT have aimed to reduce the demand for psychological interventions 
and deal with the practicalities of the long waiting lists by introducing group therapy based 
on CBT and solution-focused group work principles. The PCMHT have introduced an 
‘Overcoming Depression’ group and ‘Anxiety Management’ group, each consisting of eight 
sessions (one per week). The aim of this study is to evaluate the clinical effectiveness of 
group therapy for depression and anxiety disorders that were delivered in 2008. This will 
provide an insight into the efficacy of such groups within the PCMHT and has implications 
for future group programmes. In addition, the study will aim to explore the referral process 
and level of engagement for the group therapy programmes. This will enable the service to 
examine the appropriateness of referrals as well as issues with engagement. A third element 
of this study will focus on consolidating some feedback from participants from the groups to 
highlight helpful areas of need within the programmes.
Aims and Objectives
1. To evaluate the referral process and participant engagement in the groups by looking 
at referral information, dropout rates and reasons for disengagement.
2. To evaluate the clinical effectiveness of the groups based on outcome measures 
completed by group participants.
3. To consolidate feedback fi-om the participants of the groups and describe levels of 
satisfaction as well as highlighting areas for suggested improvement.
4. To provide feedback to the PCMHT.
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METHOD
Design
This study was carried out in three sections. Section A focused on an examination of the 
information on the referral process and participant engagement. A with-in subjects pre-post 
design was used to evaluate clinical effectiveness of the groups (Section B). Section C 
collated feedback from the group evaluation forms through descriptive analysis.
Participants
Sixteen participants attended the ‘Overcoming Depression’ group and fourteen participants 
attended the ‘Anxiety Management’ group. Demographic details were not collected for the 
purpose of this study.
Measures
For the ‘Overcoming Depression’ group, the Mind over Mood Depression Inventory 
(Greenberger & Padesly, 2005) was administered. The Mind over Mood Depression 
Inventory is a 19-item self-report measure used to assess the presence and severity of 
depressive symptoms (Appendix 1).
For the ‘Anxiety Management’ group, the Mind over Mood Anxiety Inventory (Greenberger 
& Padesky, 2005) was administered, which is a 24-item self-report measure to assess for the 
presence and severity of anxiety symptoms (Appendix 2).
For both groups, an additional measure was administered which was the Effect on Life 
Inventory (Powell, 2000). This is a 6-item self-report measure looking at impact of the 
difficulties on different areas of life (e.g., relationships, work, family etc) (Appendix 3).
On completing the groups, all participants filled in a group evaluation form (Appendix 4). 
The main areas of focus were content of the group, facilitator feedback and practicalities.
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Procedure
The context of the ‘Overcoming Depression’ group and ‘Anxiety Management’ group was 
within a Primary Care Mental Health Team.
Seven groups (three ‘Anxiety Management’ and four ‘Overcoming Depression’) were 
conducted in 2008 and data were collected by group facilitators. Outcome measures were 
administered to participants at the first and last session of the group. There were missing data 
(N -  5) for the Effect on Life Inventory however, analyses were carried out in this area. 
Little outcome data were collected at a follow-up session, and therefore these were not 
included in this study. Group evaluation forms were also given at the last session of each 
group.
Data on the referral process (including service users who were discharged and deferred 
before groups commenced) and attendance were recorded by group facilitators on the forms 
(Appendix 5).
The majority of data collected were subjected to statistical analysis using SPSS. Both 
descriptive and inferential statistical analyses (paired t-tests) were appropriate. For the paired 
t-tests conducted, all parametric assumptions were met.
Ethical Considerations
As this study is a service evaluation, no ethical approval was required. All data were 
anonymised.
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RESULTS
All data from the four ‘Overcoming Depression’ groups and three ‘Anxiety Management’ 
groups were combined and treated as one group as the format, content and delivery were 
based on a specific protocol.
Section A: Referral Process and Participant Engagement
Figure 1 shows the number of referrals received for both groups as well as the outstanding 
referrals from 2007. A breakdown of the route of these referrals is depicted in the graph.
50-
Number of
40-erwce users
□  Depression 
[1 Anxiety1 0 -
Referrals Waiting list Contacted A ccepted Discharged Deferred 
from 2007
Process
Figure 1: Referral Process for ‘Overcoming Depression’ and ‘Anxiety Management' Groups
Of the 126 referrals (waiting list from 2007 and 2008) received for both groups, 54 service 
users were discharged. The reasons for discharge are illustrated in Table 1. A large number 
of referrals that resulted in discharge was due to a lack of response {N = 17) or lack of 
interest (N= 16).
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Table 1: Reasons for Discharge
Reasons for Discharge 
(following pre-group contact)
Overcoming Depression 
Group
Anxiety Management 
Group
Did Not Attend/No Response 25.8% 39.1%
N=S N=9
No Longer Interested 32.3% 26.1%
#=10 N=6
Work Commitments 12.9% 13%
N=4 N=3
Childcare Issues 9.7% 0%
N=3 N=0
Not Appropriate 6.5% 4.4%
N=2 N=l
Moved Out of Area 9.7% 0%
N=3 #=0
Transferred to Another Group 0% 4.4%
#=0 N=l
Unwell 3.1% 0%
N=l #=0
Other Support 0% 13%
N=0 N=3
A total of 24 service users were accepted for the ‘Overcoming Depression’ group and 19 for 
the ‘Anxiety Management’ group. Figure 2 shows that approximately 70 percent of 
participants in both groups completed the programme. There were missing data on the 
number of sessions attended within the group programme for those who completed and 
therefore this was not subjected to analysis.
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Figure 2: Rates of Completion and Dropout within Groups
Reasons for dropout were recorded for both groups. For the ‘Overcoming Depression’ group, 
service users were unable to continue with the group due to child care issues ( N -  1), being 
unwell (N=  1), family issues ( # =  1) and there was also unknown reasons for dropout (N = 
4). For the ‘Anxiety Management’ group, the reasons were confined to work commitments 
(N= 2) and the remaining were unknown {N= 3).
Section B: Outcome
For the ‘Overcoming Depression’ group and ‘Anxiety Management’ group, participants 
completed the Mind over Mood Depression Inventory (Greenberger & Padesky, 2005) and 
the Mind over Mood Anxiety Inventory, respectively. An overall score for each measure was 
computed for each participant. The Effect on Life Inventory (Powell, 2000) was completed 
by participants in both groups. The raw score for each of the six subscales was used for each 
participant. All measures were completed before and at the end of group therapy and hence, 
a paired t-test was deemed appropriate for analysis.
For the ‘Overcoming Depression’ group, the scores on the Mind over Mood Depression 
Inventory were significantly lower at the end of group therapy (M=  19.63) compared to the 
scores before group therapy (M = 26.19, t (15) = 3.613,/? < 0.05, r = 0.68). From the Effect 
on Life Inventory, impairment in areas o f ‘work’ { M - 5.75) and ‘social leisure activities’ (M 
= 5.22) had significantly decreased at the end of group therapy {M ~  3.75, t (7) = 3.055, p  <
0.05, r = 0.76; M  = 4.00, t (8) = 2.817, /? < 0.05, r = 0.71 respectively). There were no
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significant changes in impairment in areas of ‘home management’, ‘private leisure 
activities’, ‘family life’ and ‘intimate relationships’.
For the ‘Anxiety Management’ group, a paired t-test demonstrated that the Mind over Mood 
Anxiety Inventory scores were significantly lower at the end of group therapy (M =  24.89, t 
(13) = 3.022, p  < 0.05, r = 0.64) than before the group {M= 34.29). There was a reduction in 
impairment on the ‘family life’ {M= 3.11) and ‘intimate relationships’ (M = 3.89) subscales 
on the Effect on Life Inventoiy (M = 1.89, t (8) = 4.40, p  < 0.05, r = 0.84; M =  2.25, t (7) = 
3.265, p  < 0.05, r = 0.78, respectively). There were no significant changes on the other 
subscales.
Section C: Group Evaluation
On completing the group, participants completed a group evaluation form. The tables below 
(2, 3 and 4) and Figures 3 and 4 all illustrate the participant’s responses for both groups.
101
Service Related Research Project
Table 2: Responses
Question Group Yes No
Did you find the course helpful Depression 100% 0%
A=15 N^O
Anxiety 100% .0%
N=\4 N=0
Were you able to trust the group members and Depression 100% 0%
feel relaxed in the group N=15 7V=0
Anxiety 100% 0%
N=\4 7V=0
Table 3: Responses
Question Group Too Long About Too
Right Short
Was the length of each session... Depression 0% 75% 25%
N=0 N=12 #=4
Anxiety 0% 71.4% 2&6%
7V=0 77=10 N=4
Was the entire course... Depression 0% 53.3% 46.7%
N=0 N=S N=1
Anxiety 0% 42.9% 57.1%
N=0 N=6 #=8
Table 4: Responses
Question Group Too Slow About Too Fast
Right
Was the pace of each session... Depression 0% 100% 0%
N=0 N=16 #=0
Anxiety 0% 100% 0%
N=0 #=14 #=0
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H Anxiety 
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Excellent
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20 30
Percentage
Figure 3: Overall Experience of the Group
Anxiety 
■  Depression
Excellent
Very good
Good
Satis mctory
Mediocre
Inadequate
Response
20 30
Percentage
Figure 4: Overall Rating of the Group
The overall experience and rating of the group was experienced as positive, whilst some 
participants acknowledged some difficulties.
The second part of the group evaluation form was in regards to the facilitator(s). Table 5 
demonstrates the responses related to facilitator feedback for both groups.
103
Service Related Research Project
Table 5: Responses Related to Facilitator Feedback
Question Group Agree Not Sure/ 
Not Quite
Disagree
My facilitator explained the principles of the Depression 100% 0% 0%
group well #=16 #=0 #=0
Anxiety 100% 0% 0%
#=14 #=0 #=0
The facilitator had good communication skills Depression 93.8% 6.2% 0%
#=15 #=1 #=0
Anxiety 100% 0% 0%
#=14 #=0 #=0
I felt understood by my facilitator Depression 87j% 12.5% 0%
#=14 #=2 #=0
Anxiety 85^% 14.3% 0%
#=12 #=2 #=0
My facilitator guided me to discover problems Depression 87 J% 125% 0%
and solutions rather than advising me #=14 #=2 #=0
Anxiety 64j% 21.4% 0%
#=9 #=3 #=0
My facilitator helped me to discover key Depression 8T2% 118% 0%
unhelpful thoughts/beliefs #=13 #=3 #=0
Anxiety 92.9% 7.1% 0%
#=13 #=1 #=0
My facilitator guided me to identify and Depression 87.5% 12.5% 0%
change unhelpful behaviour #=14 #=2 #=0
Anxiety 92.9% 7.1% 0%
#=13 #=1 #=0
My facilitator discussed ways of preventing Depression 50% 6.2%
relapse #=7 #=8 #=1
Anxiety 53.894 46.2% 0%
#=7 #=6 #=0
We agreed homework tasks and these were Depression 100% 0% 0%
monitored #=15 #=0 #=0
Anxiety 100% 0% 0%
#=14 #=0 #=0
My goals were sufficiently met Depression 68.8% 31.2% 0%
#=11 #=5 #=0
Anxiety 69.2% 30.8% 0%
#=9 #=4 #=0
I am satisfied with the facilitators skills Depression 100% 0% 0%
#=16 #=0 #=0
Anxiety 100% 0% 0%
#=14 #=0 #=0
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Some questions on the group evaluation form were open-ended and comments were grouped 
according to similarity. The most prominent comments were:
1. Sharing similar experiences with others was supportive.
2. CBT techniques and practical skills to put into practice immediately were helpful.
3. Forming an understanding of the difficulties through psycho-education was
experienced positively.
4. Participants found the sessions and course of the group too short.
5. Participants would have appreciated some individual time with facilitators.
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DISCUSSION 
Service Related Implications and Recommendations
This study was designed to look at three different areas. Section A aimed to look at the 
referral process and participant engagement. The results show that of the 126 referrals that 
were received, a large proportion (N = 54) were discharged before the groups commenced. 
The majority of those discharge were due to lack of response or disinterest ( # =  17, # =  16 
respectively). This result indicates that the team are allocating a lot of time to assess service 
users for the groups who subsequently do not engage. On the other hand, the results 
regarding rates of completion and dropout for the groups indicate that the majority of service 
users do engage and complete the groups. However, of those who completed the groups, 
there was inconsistent information recorded for the number of sessions that each participant 
attended. The form currently being used for attendance has not been fully utilised by the 
facilitators and therefore there is uncertainty regarding the actual level of engagement.
Section B of this study examined the clinical effectiveness of the groups based on outcome 
measures that were completed before and after group therapy. On a symptom level (scores 
from Mind over Mood Depression and Anxiety Inventories), the results indicated that there 
was a significant reduction which suggests that group intervention may have been a factor in 
this and enhances the rationale of running such groups in the future. However, it is important 
to note that cause-effect conclusions should not be drawn as there may be other confounding 
factors. There may be other influences such as change in life circumstances, medication and 
spontaneous recovery. The analysis that was conducted to determine these results does not 
allow for an in depth examination of each case individually. Due to the constraints of this 
project a single case analysis was not conducted however, it would be useful to look at 
change for each participant.
For the ‘Overcoming Depression’ group, the results for the Effect on Life Inventoiy suggest 
there were significant changes in impairment in areas of ‘work’ and ‘social leisure activities’ 
which coincides with research that suggests that the impairment of social functioning is an 
important aspect of depression (Bose, 2000), as well as it impacting on work (Kessler & 
Frank, 1997). For the ‘Anxiety Management’ group there were significant changes in 
impairment in ‘family life’ and ‘intimate relationships’ which again are highlighted as 
significant areas of those suffering from anxiety difficulties (Mendlowicz & Stein, 2000). 
Again, a single case analysis would be beneficial to assess for a case-by-case change.
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The final area covered in Section C was the group evaluation. As indicated in the results 
section, there was a general consensus that the groups were helpful and a positive 
experience. There was a sense from approximately half the participants that the group was 
too short and that the sessions could be longer. Facilitator feedback was mostly positive. 
Some areas of the group programme (e.g., relapse planning and goals) were highlighted as 
areas of need.
Based on the information discussed, a number of recommendations have been proposed:
1. To consider introducing a screening tool with an opt-in period that could be sent to 
service users prior to being assessed. This may prevent some of the lack of response 
and may assist in determining motivation. This in turn may also have an impact on 
reducing non attendance and drop out.
2. To introduce additional ways in which attendance information can be collected (e.g., 
a register sheet). This would allow for further analysis on a case-by-case basis (e.g., 
association between the number of sessions attended with outcome).
3. To review the protocols of the groups to assess whether there is space to enhance 
certain areas of the content and structure of the group.
4. Reformatting existing methods or by introducing additional forms in order to 
facilitate the collection of consistent information.
5. To ensure that all facilitators are using agreed outcome measures to avoid missing 
data (e.g., missing data for Effect on Life Inventoiy).
6. Follow-up data were not included in this study as not all participants attended the 
session and completed measures. It is advised that participants are encouraged to 
attend these sessions to assess for sustained improvements.
All the implications and recommendations that have been discussed will be disseminated to 
the team in a presentation format in a future business meeting. It will hopefully be an 
opportunity to highlight the positive work that is being implemented in the team as well as a 
forum to explore future direction.
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Limitations
There were several limitations identified, some of which have been briefly mentioned. One 
of the main limitations concerns the consistency and quality of the data. This has been 
discussed and the study is mindful of the impact this has on the analysis and conclusions that 
are drawn. This has also had further impact on more in depth analysis including potential 
data at the follow up stage (e.g., correlations, single case analysis).
The sample size of each group was small and therefore it is difficult to generalise the 
findings to a wider population. Data from future groups could enhance the analysis and 
provide more accurate findings.
In addition, feedback from participants was guided through a structured questionnaire and 
may have not covered all areas. It would be useful to consider conducting individual 
interviews or a focus group to gather more in depth feedback.
Conclusion
The study has provided informative results for the PCMHT and it has enhanced the rationale 
for the function of such group programmes for the future. In addition, the study has 
highlighted areas of improvement and proposed some recommendations that the team may 
find useful.
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Appendix 4: Group Evaluation Form
EVALUATION OF COURSE
Name and d ate  orcourse:
Please dck as a^ywopnate and tceï tree to e)g)and as mudi as you like m the comment sections.
t. Did you find the course helpful?
Yes No
Why/why not?
2. Which part did you find the most useful?
Please say why:
3. Which part did you find the least useful?
Please say why:
4. Was the length of each session
Too long About right Too short
5. Was the pace of each session
loo slow About ri^it Too fast
6. Was the eutire course
l oo long About right Too short
7. Were you able to trust (he grou p members and feel relaxed in the group?
& Was there anything you particulary gained from being in a group? Mease comment:
Overall rating of your experience of being in a group:
Y oy  ^ Very
difficult Difficult O.K Good Good Excellent
Are there any other issues/areas/techniques which you would like to have been included or 
comments/suggestlmis for improvement?
Overall rating of course:
Inadequate Mediocre Satisfactory Good VayG ood Excellent
Any other feedback you wish to give:
Fonu Ao&O?
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/ S  ' ' ;  '
/  l ATOR FEEDBACK
Client No;  ....................... .............
PIcaM: Ück cohimo Acyet No* MM-/ Dirnuye*
No* ^*e
My facîEwor explained Üie principles oflhc group well O D  O
The fkilitatorW goW conmiumcation skills D  O Q
1 felt understood by my facilitator D  O O
My 6cilitator guided me to discover problems D O C ]
and solutions rather than advising me
My facilitator helped me to discover key O O O
imhelpful thoushtstielie6
My 6dlitator guided me to identify and change O O O
unlielpful bdiaviour
My facilitator discuæed ways of prevendng release O O O
We agreed homework tasks and these were O O O
monitored
My goals were met sufficiently O O Q
1 am satisHed widi the 6cilitators skills O O O
Any other comments, suggestions for O D O
lmprovement/&edback  .............................................................................................
OekTaciKkkx fo«kK:L Auz07
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Appendix 5: Facilitators’ Group Evaluation Form
CROUP TITLE: 
FACILITATOR: 
DATES: N U M B E R  O F  W T E K S :
NUMBERS 
CONTACTED ACCEPTED ON COURSE: 
ATTENDED FOLLOW-U1
R E \S O \ . ..JiDEriRtum t.:
DISCI L\KG hi)
ATTENDANCE (BY NAME)
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Ai Evaluatkn of Group Therapy wmin
Reena Amin 
Train*# Clinical P sych ologist  
University o f  Surrey
Overview
o Bad<ground 
o Aims 
o Method 
o Results 
o Implicahons 
o Rewmmendations 
o limitations 
o Questions
lackqround
o  The prevalence of depression and 
anxiety disorders has become a 
œ ncem  where 1 in 6 people in the 
UK will receive a diagnosis
o  Recent Agures suggest that only 1 
in 4  who suffer from depression and 
anxiety disorders actually receive 
treatment
oTo overcome the demand, a 
stepped care framewodt was 
introduced to deal with long waiting 
lists.
o Group therapy is often used within 
a stepped care framework.
Aims
To evaluate th« referral process and participant 
engagem entm  tf«e groups by looking at reierral 
information, dropout rates and reasons for
To evaluate the clinical effectiveness o f the 
groups based on outcome measures completed 
by group participants.
T o c o n so lid a te  fe e d b a c k  fro m  th e  p a r tic ip a n ts  o f  
t h e  g ro u p s  an d  d e sc rib e  leve ls o f  sa tis fa c tio n  a s  
w ell a s  h igh ligh ting  a r e a s  f e r s u g g e s t e d  
im p ro v e m e n t.
Method
o Section A: An examination of 
referral information.
o Section B : A wüh-in subjects pre­
post design was used to evaluate 
clinical outcom e,
o Section C: Client feedback.
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Results -  Section A
1
a
%Results -SecA on AP
. ,,
Results -  Section A Results -  Section
Overcoming Depression Group
o  SigniAcant reducdon in scores on 
the Mind over Mood Depression 
Inventory
o  SigniAcant (hanges in areas of 
'work' and 'social leisure activities'
Results -  Section
Anxiety Management Group
o SigniAcant reduction in scores on 
the Mind over Mood Anxiety 
Inventory
o SigniAcant changes in areas of 
'family life' and 'intimate 
relationships'
Results -  Section C
o Groups were helpful and a posibve 
experience.
o  Group length and sessions were too 
short.
Some areas of the group 
programme were 
areæ  of need.
as
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impi
o  Almost half of the referrals were 
discharged before the groups 
commenced.
o  MajoritY of service users do enga<^ 
and complete the groups.
o  Positive outcome for the gmups.
Recommendabons
To consider introducing a screening tool.
To introduce additional ways in which 
attendance information can be collected 
(e.g . a register sheet).
To review the protocols of the groups to 
assess whether there is space to 
enhance certain areas of the content of 
the group.
Recommendabons
o  Collecdon of consistent 
information.
o Using agreed outcome measures 
to avoid missing data (e.g. missing 
data for Effect on Life Inventory).
o  Follow^jp data was not collected 
consistently.
Limitabons
o  Consistency and quality of the data.
o Small sample size for each group.
o Feedback from clients was based on 
quanbtabve data.
Q u esb o n s?
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ABSTRACT
The impact that stress has on individuals has been well documented (McNemey, 1974). 
Whilst this has extended to investigating the impact it has on postgraduate students (e.g., 
Stecker, 2004), and parents undertaking study (Gigliotto, 2001), limited research has been 
conducted into understanding the experiences of parents undertaking clinical psychology 
doctoral training, in spite it being considered one of the more challenging postgraduate 
courses (Cushway, 1992).
Adopting a qualitative approach (interpretative phenomenological analysis; IP A), the present 
study explored four parents’ experiences of clinical training. Five master themes relating to 
their experiences were identified. These included: Striking a Personal and Professional 
Balance, Self-Evaluation, Self and Family Adjustment, Coping Mechanisms and Looking to 
the Future.
The present findings are discussed in relation to previous research and consideration of the 
use of IPA is also reflected upon. Implications and future research directions are considered 
in light of the present findings.
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ABSTRACT
Introduction: Body image disturbance is a central component in eating psychopathology, 
and is a significant predictor of relapse in the eating disorders. Body-related behaviours and 
associated cognitions are key elements in the maintenance of poor body image, however 
there is little understanding of the factors that underpin these behaviours. This study 
considered the role of body-related behaviours and associated cognitions in the eating 
disorders. It also examined the possible associations between body-related behaviours and 
associated cognitions with narcissistic characteristics, anxiety and depression.
Method: A quantitative self-report approach was used and 98 eating-disordered female 
participants completed four measures (Eating Disorder Examination -  Questionnaire, Body- 
Related Behaviours Scale, O’Brien Multiphasic Narcissism Inventory, Hospital Anxiety and 
Depression Scale).
Results: Higher levels of body checking, body avoidance and body comparison were found 
in participants suffering from an eating disorder. Different body-related behaviours and their 
related cognitions were associated with narcissistic characteristics, anxiety and depression. 
Additional analyses showed that some of these behaviours act as mediating variables in the 
relationships between eating psychopathology and narcissistic characteristics; eating 
psychopathology and anxiety; and eating psychopathology and depression.
Conclusion: The findings from this study are relevant in understanding body-related 
behaviours and associated cognitions in the eating disorders. Factors such as narcissistic 
characteristics, anxiety and depression are important in enhancing our understanding of these 
behaviours. A number of theoretical, research and clinical implications have been 
considered, and suggestions for future research have been outlined.
Keywords: eating disorders; body image; body-related behaviours; narcissism, anxiety; 
depression
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1. INTRODUCTION
1.1 Body Image. Body-Related Behaviours and the Eating Disorders
Body image was first defined as “the picture o f  our own body which we form in our mind, 
that is to say the way in which the body appears to ourselves. ” (Schilder, 1935 p. 11). Since 
then, deconstructing the concept has been a complex task, and various definitions have been 
proposed. Thompson et al. (1999) illustrate the complexity of defining body image by 
highlighting at least sixteen^ different components. Most commonly, the construct of body 
image is understood in terms of cognitive, behavioural, affective and perceptual components 
(Slade, 1994; Thompson et al, 1999), though it is also important to conceptualise historical, 
social, cultural, individual and biological factors (Slade, 1994).
Body image concerns and disturbance are a central component in the psychopathology of the 
eating disorders (Fairbum & Harrison, 2003). Body, shape and weight concerns can be seen 
as the dysfunctional aspects of the cognitive, affective and perceptual components of body 
image (Farrell et a l, 2006), and are defining criteria in the eating disorders (American 
Psychiatric Association, 2000). Body image disturbance has been found to play a vital role in 
the onset, maintenance and relapse of such disorders (e.g.. Keel et al, 2005; Striegel-Moore 
& Cachelin, 2001). In particular, body-related behaviours and their associated cognitions^ 
have been identified as maintenance factors of poor body image (e.g., Meyer et al, in press; 
Mountford et al, 2006). Consequently, understanding these factors and the dysfunctional 
roles they can play is important in formulating and treating the eating disorders.
The present study aims to further investigate body-related behaviours and associated 
cognitions that have been identified as factors that maintain poor body image. First, the study 
seeks to replicate and extend the literature on the prevalence of body-related behaviours and 
cognitions in the eating disorders. Thereafter, possible psychological characteristics 
(depression, anxiety, narcissistic personality and narcissistic defences) underpinning these 
behaviours will be explored.
* Weight satisfaction, size perception accuracy, body satisfaction, appearance satisfaction, appearance 
evaluation, appearance orientation, body esteem, body concern, body dysphoria, body dysmorphia, 
body schema, body percept, body distortion, body image, body image disturbance, body image 
disorder
 ^ The term ‘body-related behaviours and associated cognitions’ will be used interchangeably with 
‘body-related behaviours’ throughout this paper, in order to ensure ease of reading.
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This chapter will first provide an overview on the eating disorders, in order to provide an 
orientation to this field. It will then focus on understanding body image and its role in the 
eating disorders. This will provide a foundation to introduce the main focus of this research, 
which are the body-related behaviours and associated cognitions. Finally, psychological 
characteristics (depression, anxiety, narcissistic characteristics) will be considered for the 
role that they might play in body-related behaviours. This will then lead into the aims and 
objectives of this study.
1.2 Eating Disorders
1.2.1 Definitions and Diagnosis
The eating disorders are primarily defined by an individual’s over-evaluation of eating, 
weight and shape. Maladaptive cognitions and behaviours that facilitate weight and shape 
control are also key parts of the core psychopathology of the eating disorders (Fairbum & 
Harrison, 2003).
The eating disorders are differentiated by abnormal eating patterns and behaviours that are 
adopted to control weight and shape. In particular, these disorders are often characterised by 
restrictive eating, binge eating and compensatory behaviours (such as excessive exercise, 
vomiting and laxative abuse). Another key feature of the eating disorders is the morbid 
preoccupation with body, shape and weight. The Diagnostic and Statistical Manual of 
Mental Disorders, Revised Fourth Edition (DSM-IV-TR; American Psychiatric Association, 
2000) provides specific diagnostic criteria for the classification of the eating disorders 
(Appendix 1). Anorexia nervosa and bulimia nervosa are the most commonly known eating 
disorders. Anorexia nervosa is primarily characterised by a refusal to maintain a healthy 
body weight and a strong fear of fatness. Bulimia nervosa is typically defined by binge 
eating followed by compensatory behaviours (e.g., vomiting), while being at or above a 
healthy weight. In bulimia nervosa, there is a perceived sense of a loss of control over eating. 
Other eating disorders include binge eating disorder and other atypical eating disorders 
(sometimes referred to as an Eating Disorder Not Otherwise Specified - EDNOS).
Although the DSM-IV-TR (American Psychiatric Association, 2000) is predicated on 
distinctions between the different eating disorders, current research supports a more 
transdiagnostic approach (Fairbum, Cooper et al, 2003). This approach suggests that there is 
a similar core psychopathology underlying different presentations of the eating disorders 
(i.e., over-evaluation of eating, weight and shape and associated control) and that there are
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common maintaining mechanisms (i.e., perfectionism, core low self-esteem, mood 
intolerance) across cases. Therefore, the formulation of these common features is more 
relevant and important in treatment than having a specific eating disorder diagnosis.
1.2.2 Epidemiology of the Eating Disorders
The eating disorders are most common in younger females and in Western societies 
(Fairbum & Harrison, 2003). There are difficulties in measuring prevalence and incidence in 
different cultures as there is such variation in symptomatology, cultural values, practices and 
views of the body and food (Becker, 2007). However, there is growing evidence suggesting 
that the eating disorders are not isolated to Westem societies (Miller & Pumariega, 2001). 
The gender split is estimated at approximately 10-20 female sufferers for every male case 
identified (e.g., Fairbum & Harrison, 2003; Pawluck & Gorey, 1998). It is not clear whether 
the number of such cases is rising or static (Currin et al, 2005).
Epidemiology studies in the eating disorders have limitations that make it difficult to 
produce an accurate representation. Identifying the number of eating disorder cases is 
problematic because many sufferers conceal their difficulties and do not access services, 
because there are different diagnostic practices, and because of sampling bias in many 
studies. It is suggested that only one third of anorexia nervosa sufferers and six percent of 
bulimic sufferers access help through mental health services (Hoek, 2006).
The prevalence of anorexia nervosa is estimated at 300 per 100,000 population, and the 
prevalence of bulimia nervosa is estimated at 1000 per 100,000 population (Hoek, 2006). 
There is limited research looking at the prevalence of atypical eating disorders, although, the 
National Institute for Health and Clinical Guidance (NICE, 2004) notes that they are the 
most common of the eating disorders. A recent study showed that 77.4% of cases carried a 
diagnosis of EDNOS compared to 13% for anorexia nervosa and 10% for bulimia nervosa 
(Machado et al, 2007). A further study found that 60% of cases met a diagnosis of EDNOS 
compared to 14.5% for anorexia nervosa and 25.5% for bulimia nervosa (Fairbum & Bohn,
2005). Although it is potentially an underestimate, annual incidence rates have been 
suggested at 8 per 100,000 population for anorexia nervosa, and 13 per 100,000 population 
for bulimia nervosa (Hoek, 2006).
1.2.3 Aetiology of the Eating Disorders
Aetiological research has been less advanced compared with treatment outcome research in 
the eating disorders and has been hindered by many methodological issues (Striegel-Moore
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& Cachelin, 2001). Methodological concerns have centred on sampling bias, the 
differentiation between correlational and experimental designs, and the lack of prospective 
studies in the field. Furthermore, a major challenge has been the lack of research with ethnic 
minorities and samples that are representative of everyday populations (Striegel-Moore & 
Cachelin, 2001).
Understanding the causes of the eating disorders is complex and multi-factorial (Fairbum & 
Harrison, 2003). Different models have been proposed to explain the aetiology in the eating 
disorders and many risk factors have been suggested. Some of the common risk factors 
include genetics, socio-cultural factors, familial influences, adverse life events (e.g., child 
abuse) and individual traits (e.g., personality traits). This list is not exhaustive, and various 
other factors have been proposed.
Genetic Factors
Family and twin studies have emphasised a genetic predisposition to the eating disorders 
(e.g.. Baker et al, 2007; Bulik et al, 2006; Lilenfeld et al, 1998). It has been proposed that 
relatives of those suffering from anorexia nervosa and bulimia nervosa were more likely to 
develop the disorder compared to a control population (Strober et al, 2000). Furthermore, 
the estimated heritability in the eating disorders has been suggested to lie between 50-83% 
(Klump et al, 2000; Klump et al, 2009). That said, findings from genetic research have 
been questioned due to methodological concems and such research has been further 
criticised as it makes the assumption of an equal environment (Fairbum, Cowen et al, 1999). 
Therefore, although there is some evidence to suggest a familial link in understanding the 
development of the eating disorders, discriminating genetic and environmental influences 
remains difficult.
Socio-Cultural Factors
Socio-cultural factors refer to the societal and cultural attitudes, behaviours and values that 
impact an individual’s thoughts, feelings and behaviours (Thompson et al, 1999). A societal 
preoccupation with food and the ideal body has developed a culture of the thin ideal (Stice, 
2002). Often, the eating disorders are referred to as a ‘culture-bound’ syndrome, as they are 
more prevalent in Westem societies that uphold this pressure (Keel & Klump, 2003), and 
where the focus is far more on the female population (Miller & Pumariega, 2001). However, 
there is some evidence that the spread of Westem values to other cultures is resulting in the 
development of a similar stress of the thin ideal, and consequential eating disorder 
presentations (e.g., Becker, 2007; Mumford & Choudry, 2000).
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The social pressure to be thin in Westem cultures has been linked to the development of 
body dissatisfaction, dieting and eating psychopathology (e.g.. Field et a l, 2001; Stice et al, 
2002; Stice & Whitenton, 2002). It has been found to be predictive of bulimic symptoms, 
binge eating (e.g.. Field et al, 1999; Stice et al, 2002), and an increase in negative affect 
(Stice & Bearman, 2001). Additionally, it has also been identified as a maintaining factor for 
eating psychopathology (Stice & Agras, 1998). These findings also extend to non-Westem 
cultures, where different body ideals may exist (e.g., Greenberg & Laporte, 1996; Striegel- 
Moore & Smolak, 1996).
Thus, it is clear that socio-cultural factors have had a significant influence on constmcting 
pressures to be thin. Consequently, these thin-ideals have contributed to body dissatisfaction, 
a negative body image (Stice, 2002), and have been linked to the development and 
maintenance of eating psychopathology (e.g., Fairbum, Stice et al, 2003; Stice, 2001; Stice 
et al, 2002; Stice & Whitenton, 2002). Therefore, socio-cultural factors are evidently 
important in understanding the aetiology of the eating disorders and the associated 
consequences.
Adverse Life Events
Stressful life events have frequently been linked to understanding the aetiology of the eating 
disorders, where approximately seventy percent of cases are reportedly associated with such 
events (NICE, 2004). This includes traumatic events such as childhood abuse, teasing and 
bullying. Being teased and bullied about body shape and weight has been shown to increase 
the risk of developing eating disordered symptomatology (Lunner et al, 2000). The 
influence of childhood abuse as a predisposing factor has also been of particular interest. 
Childhood sexual abuse (e.g., Everill & Waller, 1995), emotional abuse (Waller, 
Corstorphine et al, 2007), and physical abuse (Hayworth et al, 2004) have all been 
identified as possible risk factors in the eating disorders. That said, the causal influence of 
such factors in the eating disorders is complex, as there are also links with other psychiatric 
disorders (Polivy & Herman, 2002). Therefore, it makes it difficult to draw concrete 
conclusions about the role of childhood adversity and whether there is a direct link to the 
development of the eating disorders. Thus, it may be more helpful to conceptualise these 
issues by focusing on the consequences of such traumatic experiences (e.g., intolerable 
emotions and identity issues) and how disordered eating has been adopted to manage this 
(e.g., Polivy & Herman, 2002; Rorty & Yager, 1996).
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Familial Influences
The role of family factors in the aetiology of the eating disorders has been extensively 
explored. In particular, the role of family characteristics such as enmeshment, conflict 
avoidance, over-protectiveness and rigidity have been frequently linked to the eating 
disorders (e.g., Minuchin et al, 1978). Additional dynamics also include a critical family 
environment (Haworth-Hoeppner, 2000), family expectations (Young et a l, 2004), insecure 
attachment (Ward et al, 2000) and, parental eating attitudes and behaviours (Douglas, 2002). 
Family factors inevitably seem to have a role in the eating disorders, but the nature of the 
relationship can at times be unclear as it is difficult to identify if these characteristics were 
present before the eating disorder or as a consequence (NICE, 2004).
Individual Traits
Another area that has been widely researched in aetiology studies is that of individual traits. 
In particular, the eating disorders are often characterised by specific personality traits such as 
perfectionism, obsessive-compulsiveness, impulsivity, negative emotionality and narcissism 
(e.g., Cassin & von Ranson, 2005; Connan et al, 2009). Furthermore, low self-esteem has 
also been identified as a key factor in understanding the eating disorders and has been 
closely linked to perfectionism (Fairbum, Cooper et al, 2003). These personality traits are 
suggested to harbour some of the features (e.g., rigidity, negative self-evaluation, need for 
control, perfectionism, drive for thinness) that are thought to be important in the 
development of the eating disorders (e.g., Cassin & von Ranson, 2005).
Overall, understanding the aetiology of the eating disorders is not straightforward. Existing 
literature has shown that establishing clear links remains difficult as there is the added 
complexity of interacting/overlapping factors as well as methodological issues in research. 
Nevertheless, multiple risk factors clearly have a role in understanding the development of 
the eating disorders and have implications for treatment.
1.2.4 Treatment of the Eating Disorders
The evidence-base for effective psychological treatments across the different eating 
disorders is variable (NICE, 2004). Cognitive behavioural therapy (CBT) has been suggested 
as the most effective psychological intervention for bulimia nervosa and has been 
recommended above other treatments (NICE, 2004). Although it has had a slower response 
compared with CBT, interpersonal psychotherapy (IPT) has also been found to be an 
effective treatment for bulimia nervosa (Shapiro et al, 2007). Similarly, binge eating 
disorder has also been successfully treated using CBT and is recommended as the treatment
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of choice (NICE, 2004). However, the evidence-base for the treatment of anorexia nervosa is 
less clear. There is little research that has shown efficacious treatments for anorexia nervosa 
and a range of psychological interventions which include CBT, IPT, cognitive analytic 
therapy (CAT), focal psychodynamic therapy and family therapy need to be considered 
(NICE, 2004). The treatment for atypical eating disorders is also less defined and is 
dependent on the recommendations for anorexia nervosa and bulimia nervosa (NICE, 2004). 
As eating disorders are often complicated by medical risk and psychiatric comorbidity, 
treatment also considers medical and physical interventions (Treasure et al, 2010).
1.2.5 Relapse Factors in the Eating Disorders
Post-treatment abstinence from disordered eating has been variable. For bulimia nervosa, 
only 40-50% of patients who complete CBT and IPT treatment are abstinent from binge 
eating and purging after a one-year follow-up (Fairbum et al, 1995). More recent research 
with patients who met the criteria for bulimia nervosa and EDNOS show similar relapse 
rates one year after CBT (Fairbum et al, 2009). Other studies have identified post-CBT 
relapse rates of 44% after four months (Halmi et al, 2002) and 50-60% after 12 months 
(Agras et a l, 2000). Furthermore, a longitudinal study (7.5-9 year follow-up) has identified 
relapse rates of 36% for anorexics and 35% for bulimics post remission (Keel et a l, 2005). 
More recently, relapse rates of 41% were found in a transdiagnostic sample that had 
completed CBT (McFarlane et al, 2008). It seems that although there is growing evidence 
for therapies such as CBT in the eating disorders (e.g., NICE, 2004), relapse is a major 
concem. Therefore, identifying and understanding possible risk factors and predictors of 
relapse in the eating disorders is important in developing interventions further.
Several possible explanations and predictors of relapse in the eating disorders have been 
suggested, including the length of remission after treatment, with a greater risk soon after 
treatment ended (Richard et al, 2005). However, patients who engaged rapidly and adhered 
to treatment in the earlier stages were less likely to relapse (McFarlane et al, 2008). Other 
predictors of relapse include partial remission and residual eating disorder symptoms at the 
end of treatment (McFarlane et al, 2008). Such residual symptoms include vomiting, dietary 
restraint, dysfunctional eating (e.g., rigid, chaotic), and excessive exercise (e.g.. Carter et al, 
2004; Halmi et al, 2002; Keel et al, 2005; Olmsted et al, 1994). Pathological shape and 
weight concems at the end of treatment also increase the chance of relapse (Fairbum et a l, 
1993; Keel et al, 2005; McFarlane et al, 2008).
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To summarise, many factors have been implicated in predicting relapse in the eating 
disorders. Identifying and understanding those factors is crucial in aiding interventions to 
prevent future episodes of relapse. Poor body image is one of the more prominent predictors 
of relapse (Keel et ah, 2005), making it important to understand the function of poor body 
image in order to ensure treatments have lasting effects (Keel et al, 2005).
1.3 Body Image and the Eating Disorders
As discussed in previous sections, body image disturbance plays a prime role in the 
development, maintenance and prognosis of the eating disorders. Body-related behaviours 
and associated cognitions perpetuate poor body image (e.g., Meyer et al, in press). 
Therefore, it is important to understand the factors underlying these body-related behaviours. 
However, before looking at these factors in more detail, it is first important to understand the 
role of body image, given its role both in the eating disorders and in body-related behaviours.
1.3.1 Defining Body Image
As discussed earlier, many definitions for body image have been proposed (e.g., Schilder, 
1935; Slade, 1988; Thompson et al, 1999). Generally, it is referred to as “the picture we 
have in our minds o f  the size, shape and form o f our bodies; and to ...our feelings 
concerning these characteristics and our constituent body parts” (Slade, 1988, p. 20). This 
definition suggests that body image has two main components: ‘body percept’ and ‘body 
concept’ (Slade, 1994). The perceptual component refers to “the accuracy of an individual’s 
body size estimation” (Slade, 1994, p. 497), and the conceptual component is “the 
attitudes/feelings an individual has towards their own body” (Slade, 1994, p. 497). The latter 
is considered to encompass attitudinal, cognitive and affective factors (Slade, 1994).
1.3.2 Theories of Body Image
Various theories have been proposed to explain body image. These include socio-cultural, 
developmental, perceptual and cognitive behavioural models. This list is not exhaustive, 
however these models are cited more often in the literature.
Socio-Cultural
Socio-cultural theories focus on how societal and cultural values impact an individual’s 
cognitions, emotions and behaviours. As discussed earlier, the socio-cultural pressure of the 
‘thin ideal’ has led to individuals internalising these societal norms and forming an ‘idealised 
self through comparing oneself to others (Festinger, 1954). This comparison can highlight
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perceived inferiorities in oneself and increase body image concems. Also, when there are 
large discrepancies between the ideal and perceived self, this can further lead to body image 
dissatisfaction (Altabe & Thompson, 1992). However, although socio-cultural theories are 
prominent in the literature on body image, Thompson et al. (1999) highlight that those 
theories do not fully explain why only some individuals develop the significant body image 
concems that result in maladaptive behaviours such as disordered eating.
Developmental
Developmental factors have often been cited in the body image literature. These include 
puberty and childhood weight, parental and, peer influence and teasing (Thompson et al,
1999). Early menarche, early maturation and a higher body mass index in childhood have 
been associated with a greater body image disturbance (e.g., Altabe & Thompson, 1990; 
Smolak, 2002). Early menarche and maturation can result in an increase in body fat and 
weight, which consequently places individuals at a higher risk of being teased (Thompson, 
1992). Not surprisingly, teasing leads to the formation of a negative body image, disordered 
eating and difficulties in psychological functioning (Thompson et al, 1995). Further to this, 
parents and peers have also influenced body image development through modelling, social 
comparison and comments about weight and shape (Smolak, 2002).
Perceptual
Perceptual theories consider the inaccuracies and the overestimation of body size. 
Neurological explanations have been put forward to understand this perceptual component. 
These include deficits in visuospatial ability and neurological disorders such as 
automacrosomatognosia (hallucinations or delusions of the size of one’s body) (e.g., Braun 
& Chouinard, 1992; Thompson & Spana, 1991). However, Slade (1994) concludes that 
neurological theories alone cannot explain the perceptual component, and that cognitive, 
affective and attitudinal variables all contribute to the development of perceptual biases.
Cognitive-Behavioural
Cognitive processing models have conceptualised body image in relation to cognitive biases 
that are influenced by self-schema (e.g., Thompson et al, 1999; Williamson et a l, 2002). 
Williamson et al. (2002) hypothesise that body- and food-related self-schemas (formed from 
earlier experiences) are activated when attention is drawn to food- or body-related stimuli. 
Activation results in cognitive patterns such as attentional bias towards food or body-related 
stimuli, selective memory bias, body size overestimation and extreme drive for thinness. 
There is also an increase in negative affect when self-schemas and cognitive biases are
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activated. The cognitive behavioural perspective focuses on the role of strategies and 
processes that are used to manage and cope with negative affect and distress (Cash, 2002). 
These can include body avoidance, body concealment or display, social comparison, body 
checking and appearance fixing (e.g. Cash, 2002; Meyer et al, in press; Shaffan et al, 
2004). The model suggests that although the strategies may provide short-term relief, they 
also serve a maladaptive function by maintaining negative body image and the associated 
distress.
1.3.3 The Role of Body Image in the Eating Disorders
Body image plays a prominent role in the eating disorders, giving it the status of a key 
clinical and diagnostic feature of the eating disorders (American Psychiatric Association,
2000). Poor body image is not simply a symptom of the eating disorders, but is also a risk, 
maintenance and relapse factor (Stice & Shaw, 2002). Poor body image has long been 
implicated in the development of eating psychopathology (Bruch, 1973) and is strongly 
associated with the eating disorders (e.g.. Cash & Deagle, 1997; Stice et al, 2002; Stice & 
Whitenton, 2002; Thompson et al, 1999). It predicts bulimic symptoms, binge eating and 
dieting (e.g.. Field et a l, 1999; Field et al, 2001; Stice, 2001), and treating disturbed body 
image reduces eating pathology (e.g., Bearman et al, 2002). It is also related with low self­
esteem which is part of the core psychopathology in the eating disorders (e.g., Stice et al, 
2002; Stice & Whitenton, 2002). Finally, body image disturbance not only maintains eating 
disorders but also can predict relapse. As discussed earlier, the rates of relapse in the eating 
disorders are significant, and poor body image has been established as a key predictor (e.g.. 
Keel et al, 2005).
Although there is an extensive level of research in this area, many methodological concems 
have been raised. The majority of research is correlational, and few prospective and 
experimental studies have been carried out. Therefore, it is difficult to form concrete and 
absolute causal interpretations (Stice & Shaw, 2002). However, it is evident that there is a 
significant role of body image in the eating disorders and it is important to understand this 
further.
1.4 Body-Related Behaviours
In order to provide a context and platform for this study, body image and its role in the 
eating disorders has been discussed. Given the role of body image in maintaining the eating 
disorders (outlined above), it is particularly useful to understand the factors which might
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account for this maintenance cycle. Such understanding might help to develop interventions 
within the broader frame of treatment for the eating disorders, particularly reducing the risk 
of relapse.
1.4.1 Defining Body-Related Behaviours
Body-related behaviours are behavioural manifestations of poor body image, and maintain 
eating psychopathology (e.g., Meyer et al, in press; Reas et al, 2002; Shaffan et a l, 2004). 
Such behaviours are expressions of the over-evaluation of shape and weight, which is one of 
the defining factors in the eating disorders. Body-related behaviours can be seen as safety 
behaviours (e.g., Meyer et al, in press; Mountford et al, 2006). Safety behaviours are 
strategies used to alleviate or prevent anxiety and distress from perceived risks or threats 
(Salkovskis, 1991). Safety behaviours reduce the immediate feeling of threat and anxiety. 
However, the relief is only short-term, with the sense of threat and anxiety quickly re- 
emerging. Consequently, the beliefs and cognitions underlying the threats are maintained. 
Body-related behaviours (e.g., body checking) are adopted to manage the anxiety and 
negative affect caused by the underlying cognitions and beliefs related to body, weight and 
shape (e.g., “If I don’t check my weight all the time, it will increase”). However, this relief is 
only short-term and is followed by a greater need to use the body-related behaviour in order 
to achieve that relief, while blocking the individual’s ability to learn that not using the 
behaviour does not have negative consequences.
Four different body-related behaviours are cited in the literature - body checking, body 
avoidance, body comparison, and body display (e.g., Cahill & Mussap, 2007; Meyer et a l, in 
press; Shaffan et al, 2004). Body checking involves the repeated critical scrutiny and 
checking of one’s body, shape and weight (Shaffan et al, 2007). As well as common 
methods, (e.g., weighing oneself, using a mirror, using the fit of clothes as a guide), 
idiosyncratic methods are used (e.g., pinching skinfolds, measuring specific parts of the 
body, feeling for bones) (Shaffan et al, 2004). Body avoidance is the avoidance of seeing 
one’s body, shape and weight through strategies such as covering up mirrors, refusing to be 
weighed, bathing clothed, and wearing baggy clothes to hide one’s body shape (e.g., Meyer 
et al, in press; Shaffan et al, 2004). Body comparison refers to the repeated comparison of 
one’s body, shape and weight with others’, and using that comparison to form judgements of 
oneself (Meyer et al, in press). It can also include comparing features such as clothes size 
and weight loss (e.g., Cahill & Mussap, 2007; Meyer et al, in press). Finally, body display is 
the deliberate and visual presentation of one’s body shape, weight and size (Meyer et a l, in 
press). Most commonly, this would involve wearing tight and revealing clothing that
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demonstrates one’s body, often showing the degree of emaciation that the individual has 
reached.
1.4.2 Body-Related Behaviours and the Eating Disorders
Research on the role of body-related behaviours in the eating disorders has primarily focused 
on body checking and body avoidance (e.g., Grilo et al, 2005; Reas, White et al, 2006; 
Shafran et al, 2004; Shafran et al, 2007). Although body comparison and body display have 
been less researched, the results are consistent across the four behaviours. Where they have 
been investigated in the eating disorders, these behaviours are more prevalent in this clinical 
group (e.g., Cahill & Mussap, 2007; Grilo et al, 2005; Reas, White et al, 2006; Shafran et 
al, 2004). Furthermore, there are strong dimensional associations between body-related 
behaviours and the overevaluation of weight and shape (e.g., Cahill & Mussap, 2007; Grilo 
et al, 2005; Meyer et al, in press; Reas, White et al, 2006; Shafran et a l, 2004). 
Experimental research has supported the model of these safety behaviours as having long­
term negative consequences, showing that the use of body checking is followed by increased 
body dissatisfaction, feelings of fatness and critical views of one’s body (Shafran et al, 
2007). These body-related behaviours are not independent of each other (e.g., Grilo et al, 
2005; Meyer et al, in press; Reas, White et al, 2006; Shafran et al, 2004). Thus, there is 
clear evidence of a relationship between body-related behaviours and eating 
psychopathology. However, the underlying mechanisms that differentiate these behaviours 
are still not understood.
Body checking strategies appear to increase cognitive biases, magnify perceived 
imperfections, and lead to a preoccupation with body, shape and weight (e.g., Fairbum, 
Shafran et al, 1999; Williamson et al, 2002). These changes increase the need to take 
control, motivating dysfunctional behaviours such as dietary restraint and excessive exercise 
(e.g., Fairbum, Shafran et al, 1999; Grilo et al, 2005). Other characteristics that underpin 
body checking include social physique anxiety (Haase et al, 2007) and narcissistic 
characteristics (Waller et al, 2008).
In contrast, body avoidance strategies are more consistently linked to binge eating and a loss 
of control (e.g., Grilo et al, 2005; Reas, White et al, 2005). This suggests that body 
avoidance occurs most commonly where attempts to control eating and weight are failing 
(e.g., Grilo et al, 2005; Reas, White et al, 2006). In such circumstances, body avoidance 
does not allow for reappraisal or disconfirmation of dysfunctional thoughts about body.
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weight and shape, thus maintaining eating psychopathology (e.g., Salkovskis, 1991; Shafran 
et al, 2004).
Body comparison decreases body satisfaction, resulting in drive for thinness and disordered 
eating (Cahill & Mussap, 2007; Stice & Shaw, 1994). Individuals who use maladaptive body 
comparison in this way are likely to have increased negative affect (anxiety, depression), 
greater self-uncertainty and lower self-esteem (Cahill & Mussap, 2007; Coming et al,
2006). The conceptual basis of body comparison lies in socio-cultural factors that determine 
how one believes one should look (Thompson, 1990). Such biases in self-perception can 
highlight perceived inferiorities in oneself and discrepancies between this ideal-self and the 
perceived-self (e.g., Festinger, 1954; Thompson, 1990), resulting in the development of body 
dissatisfaction and eating psychopathology (e.g., Stice et al, 2002).
Less is known about the mechanisms that underlie body display, as it is a relatively new 
concept. However, it has been hypothesised that such behaviours are adopted in order to gain 
attention and care from others or in order to have their bodies envied by others (Meyer et al, 
in press). Long-term, this strategy can serve to maintain anxiety and fears of losing this 
attention, resulting in further strategies to control body, weight and shape.
1.4.3 Body-Related Behaviours and Cognitions
Body-related cognitions also need to be considered in the understanding body-related 
behaviours. Most research has focused on understanding the body-related behaviours, with 
little attention paid to identifying the specific cognitions underlying them. However, 
understanding the associated cognitions is key in understanding and modifying the 
behaviours (e.g., Meyer et al, in press; Mountford et al, 2006). Mountford et a l  (2006) 
have identified four specific types of cognition related to body checking behaviours - 
objective verification (the belief that checking will allow an accurate picture of one’s body); 
reassurance (the belief that checking will provide reassurance and alleviate anxiety); safety 
beliefs (imagining feared consequences if one does not use checking behaviours); and body 
control (the belief that checking helps to maintain control over eating and weight). These 
beliefs reinforce the role of body checking both as a safety behaviour and as a (flawed) 
method to form judgements about one’s weight and shape (Mountford et al, 2006).
Recently, a new measure has been validated in a non-clinical population (Meyer et a l, in 
press). The Body-Related Behaviours Scale measures all four body-related behaviours and 
their associated cognitions. The study confirmed relationships between eating
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psychopathology and body checking, body avoidance and body comparison. It also 
demonstrated that body display is related to eating psychopathology. Therefore, it concluded 
that all four body-related behaviours and their cognitions are relevant in understanding the 
eating disorders. However, as that research focused on a non-clinical population, it needs to 
be replicated in a clinical population to determine whether the same relationships hold true.
1.4.4 Summary
To summarise, body-related behaviours and their associated cognitions are key elements of 
poor body image, acting as maintenance factors for eating psychopatholo^ (e.g., Cahill & 
Mussap, 2007; Grilo et al, 2005; Meyer et al, in press; Reas, White et al, 2005; Shafran et 
al, 2004). Given that poor body image is a prominent risk factor for relapse in the eating 
disorders (Keel et al, 2005), body-related behaviours and their associated cognitions need to 
be considered in formulations and potentially addressed in treatment (Meyer et al, in press). 
The interventions that are proposed to work with safety behaviours are techniques such as 
behavioural experiments, surveys and cognitive re-structuring (e.g., Bennett-Levy et al, 
2004; Waller, Cordery et al, 2007).
However, it is important to understand the factors that are associated with these body-related 
behaviours and associated cognitions. Given their role as safety behaviours, it is reasonable 
to assume that body-related cognitions and behaviours will be associated with anxiety in the 
eating disorders. Similarly, the low self-esteem that is associated with negative body image 
suggests that these behaviours and cognitions might play a role in the link between 
depression and eating psychopathology. The other psychological feature that merits 
consideration is that of narcissistic characteristics, given their link with eating 
psychopathology.
1.5 Narcissism and Narcissistic Defences
1.5.1 Defining Narcissism and Narcissistic Defences
Narcissism (also referred to as ‘core narcissism’) is classically characterised by an inflated 
self-esteem, feelings of entitlement, grandiosity, self-preoccupation, self-admiration, lack of 
empathy and exploitation of others (American Psychiatric Association, 2000). However, 
narcissism is multifaceted and also encompasses narcissistic defences (e.g.. Miller 1981, 
1984, 1985). These defences are often activated when the self-esteem is threatened and the 
cause of the threat is externalised and attributed to others. Therefore, narcissistic defence
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mechanisms serve a protective function to prevent feelings of vulnerability, low self-esteem 
and inferiority.
There are two distinct mechanisms that underpin narcissistic defences. The first mechanism 
is poisonous pedagogy (‘bad you’ defence) where others are often criticised and seen as 
wrong (O’Brien, 1987). The individual is able to avoid considering threats to self-esteem, 
focusing instead on controlling others by correcting their actions and providing direction. 
The second mechanism is the narcissistically abused personality, often referred to as the 
‘poor me’ defence (O’Brien, 1987). The individual avoids processing anything perceived as 
a threat to self-esteem by attributing any negative experiences to prioritising other people’s 
wishes and needs. This leaves the individual feeling resentful about one’s own needs being 
unrecognised and neglected. This ‘martyred’ position is often adopted to seek approval from 
others to gain self-validation but, consequently results in feeling abused by others.
Psychoanalytic theories have conceptualised narcissism as an important part of development 
as it enables self-sufficiency, self-cohesion and the formation of a realistic self-esteem 
(Kohut, 1971). However, excessive narcissism can be pathological and often masks an 
underlying lack of self-worth. Often, this can result from narcissistic wounds suffered as a 
child (e.g., narcissistic parents, lack of attention, non-empathic parents, invalidation, 
rejection), which can develop into an inability to regulate one’s self-esteem. It can also lead 
to a poor ‘body-self and body image disturbance (Lemma, 2009). Therefore, narcissistic 
defences are often employed to suppress these feelings of inadequacy and low self-esteem 
(e.g., Kemberg, 1998; Kohut, 1971).
1.5.2 Narcissistic Characteristics, Body Image and the Eating Disorders
Narcissism and narcissistic defences have frequently been linked to body image and the 
eating disorders. The eating disorders are thought to be related to the narcissistic 
preoccupation with one’s appearance and looking a certain way, which is often achieved by 
using maladaptive eating behaviours (Waller & Campbell, 2008). Narcissistic individuals 
have been found to be more preoccupied with their body image and place greater importance 
on their physical appearance compared to less narcissistic individuals (Davis et a l, 1997a; 
Davis et al, 1997b; Jackson et al, 1992). Although narcissistic individuals report a positive 
body-image, they also show considerable body dissatisfaction (Davis et al, 1997a). The 
latter relationship has been explained by the underlying constructs of narcissism (i.e., 
narcissistic defences).
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The literature shows mixed results with regards to the relationship between narcissism and 
eating psychopathology. Some studies show that the two are associated (e.g., Brunton et al, 
2005a; McLaren et a l, 2001). Eating disorder patients showed higher levels of narcissism 
when compared to psychiatric and non-clinical populations (Lehoux et a l, 2000; Steiger et 
al, 1997; Steiger et al, 1995). In contrast, some studies have not supported this relationship 
(e.g., Johnson et al, 2006; Karwautz et al, 2001; Kennedy et al, 1990). The mixed results 
from these studies are thought to arise from varying definitions, constructs and measures of 
narcissism. More recently, research has begun to focus on exploring the multifaceted role of 
narcissism, in order to gain a clearer picture.
Brunton and colleagues (e.g., Brunton et a l, 2005a, 2005b) found links of both core 
narcissism and narcissistic defences with eating psychopathology in a non-clinical 
population. This has been extended with a study showing higher levels of core narcissism 
and the narcissistic defences in an eating disordered population compared to non-clinical 
controls (Waller, Sines et al, 2007). Further research has highlighted the relevance of 
narcissistic characteristics in understanding specific cognitions, emotions and behaviours in 
the eating disorders. For example, narcissism and narcissistic defences have been linked to 
different elements of alexithymia^ (Lawson et al, 2008). The narcissistically abused 
personality defence has been particularly associated with behaviours such as body checking, 
binging, excessive exercise and laxative use, whereas core narcissism has only been linked 
with excessive exercise (Campbell & Waller. 2010; Waller et al, 2008). Sines et a l (2008) 
also differentiated the core beliefs that are associated with core narcissism (e.g., entitlement, 
perfectionism, low social avoidance); poisonous pedagogy (e.g., entitlement, unrelenting 
standards, self-sacrifice, emotional deprivation, failure to achieve); and narcissistically 
abused personality (e.g., defectiveness, abandonment). Some caution is needed, as these 
studies have been cross-sectional in nature, and therefore causal links cannot be made.
To summarise, the role of core narcissism is well established in relation to body image and 
the eating disorders. However, narcissistic defences are also relevant. The multiple 
constructs of narcissism are associated with various elements of eating psychopathology in 
different ways and can cause difficulties in the therapeutic process (e.g., Campbell & Waller. 
2010; Lawson et al, 2008; Sines et al, 2008; Waller & Campbell., 2008; Waller, Sines et
 ^ Alexithymia is characterised by difficulties with emotional processing, in particular in identifying 
and expressing emotion (Lawson et al, 2008).
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al, 2007). Therefore, narcissistic characteristics should be identified early in treatment, and 
additional interventions might need to be considered to target these.
1.5.3 Narcissistic Characteristics and Body-Related Behaviours
Given the role of narcissistic characteristics in the eating disorders (e.g., the importance 
attached to appearance), it is worth considering their relationship to body-related behaviours. 
One study has examined the role of narcissism and narcissistic defences in body checking 
behaviours and cognitions (Waller et al, 2008), demonstrating that body checking behaviour 
in the eating disorders was associated only with the narcissistic ‘poor me’ defence. This 
finding suggests that body checking is more likely to serve the function of protecting a 
threatened self-esteem, rather than being an act of grandiosity. The poisonous pedagogy 
(‘bad you’) defence was associated only with body checking cognitions. Such cognitions 
might encourage the individual to fear comparison on physical grounds, resulting in 
expressed criticism of others to undermine any such comparison.
These authors suggest that body checking is better understood as serving the function of 
protecting the self-esteem, rather than reflecting the core narcissism that might result in self­
admiration and self-preoccupation (Waller et al, 2008). However, these are preliminary 
findings, and further research is needed to replicate and extend this work to other body- 
related behaviours and associated cognitions.
1.6 Anxiety
1.6.1 Defining Anxiety
Anxiety is a future-orientated response to anticipated dangers or negative events, and can 
create feelings of fear, apprehension and worry (Barlow, 2002). It is characterised by 
cognitive, behavioural, emotional and physical elements (Seligman et al, 2001). Cognitive 
models of anxiety explain that pathological anxiety forms from an overestimation of threat 
(e.g.. Beck & Clark. 1997; Beck et al, 1985). In order to prevent this anxiety, strategies such 
as safety behaviours and avoidance are often used. However, these only reinforce the 
perceived threat (Salkovskis, 1991). This becomes a vicious cycle and the anxiety is 
maintained.
1.6.2 Anxiety, Body Image and the Eating Disorders
Anxiety disorders are common in the eating disorders (e.g., Braun et al, 1994; Kaye et al, 
2004; Pallister & Waller, 2008). More specifically, social anxiety, generalised anxiety
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disorder, agoraphobia and obsessive-compulsive disorder are more prevalent than other 
anxiety disorders (e.g., Pallister & Waller, 2008; Swinboume & Touyz, 2007). Obsessive- 
compulsive disorder has been primarily linked to restrictive eating psychopathology (e.g., 
Bulik et al, 1997; Godait et al, 2003). In contrast, social phobia, agoraphobia and 
generalised anxiety disorder have been associated with all elements of disordered eating 
(Pallister & Waller, 2008). In particular, the relationship of social anxiety with body image 
and the eating disorders has frequently been cited in the literature. A key feature of social 
anxiety is the fear of negative evaluation from others, which ultimately leads to a fear of 
rejection and loss of self-worth (Wells, 1997). An element of social anxiety is social 
physique anxiety - a fear of being negatively evaluated by others on appearance and 
physique (Hart et a l, 1989). Various studies have found strong associations between higher 
levels of social anxiety, social physique anxiety, and poor body image (e.g.. Cash & 
Fleming, 2002; Cash et al, 2004). These findings also extend to the eating disorders (e.g., 
Diehl et al, 1998; Haase & Prapavessis, 2001; Hinrichsen et al, 2004; Hinrichsen et al, 
2003; Koyuncu et al, 2010).
To summarise, there are high levels of anxiety disorders in the eating disorders. Safety 
behaviours and avoidance strategies have been linked to dysfunctional eating behaviours and 
are key mechanisms that explain the link between anxiety and the eating disorders (Pallister 
& Waller, 2008). This has implications in the treatment of the eating disorders, such that 
interventions need to address both the anxiety and the eating psychopathology. Given the 
link between anxiety, body image and eating psychopathology, body-related behaviours are 
also thought to be associated with anxiety (e.g., Meyer et al, in press; Shafran et al, 2004).
1.6.3 Anxiety and Body-Related Behaviours
The function of body-related behaviours has been described as alleviating anxiety related to 
fears around body, weight and shape (Meyer et al, in press; Mountford et al, 2006; Shafran 
et al, 2004). However, research on the link between anxiety and body-related behaviours has 
been minimal, and has focused on body checking (Haase et al, 2007). Social physique 
anxiety is associated with body checking behaviours and cognitions in a nonclinical sample 
(Haase et al, 2007). Therefore, it is possible that body-related behaviours have a role in the 
relationship between general anxiety and eating psychopathology.
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1.7 Depression
1.7.1 Defining Depression
Depression is a low mood state characterised by feelings of sadness, hopelessness, 
emptiness, low self-esteem, irritability and loss of energy (American Psychiatric Association, 
2000). There is a diminished interest in pleasurable activities, and cognitive functioning is 
often impaired (e.g., concentration, decision making). Other common features include a lack 
of appetite, sleep problems and suicidality. Ruminative and self-defeating cognitions about 
the self, the world and the future play a central role in depression (Beck, 1967, 1976). These 
cognitions can lead to maladaptive behaviours, which further increase depression.
1.7.2 Depression, Body Image and the Eating Disorders
The relationships between depression, body image and the eating disorders are well- 
researched. Body dissatisfaction has been proposed as a “depressive symptom o f self 
deprecation” (Cooper & Fairbum, 1993, p. 387). Various studies have found significant 
associations between poor body image and depression (e.g.. Joiner et al, 1994; Joiner et al, 
1995; Keel et al, 2001; Roth & Armstrong, 1993; Stice et al, 2002). Furthermore, low self­
esteem has been identified as an important factor underpinning the link between depression 
and poor body image (Joiner et al, 1997). Also, there is substantial evidence of a 
relationship between depression and eating psychopathology (e.g., Braun et a l, 1994; 
Laessle et al, 1988; Stice, Hayward et al, 2000; Wichstrom, 2000). This relationship is 
multifactorial, as depression is associated with the onset and maintenance of eating disorder 
symptomatology, as well as being a consequence of eating psychopathology (e.g., Polivy & 
Herman, 2002; Stice, Akutagawa et al, 2000; Stice, Hayward et al, 2000). Depression has 
been found to increase the risk of different aspects of disordered eating such as binge eating 
and ruminating on negative self-beliefs (e.g.. Cooper & Cowen, 2009; Stice, Akutagawa et 
al, 2000; Stice, Hayward et al, 2000). Furthermore, depression has also been suggested to 
be a consequence of dietary restraint (Keys, 1950).
It can be suggested that disordered eating (e.g., binge eating) serves to regulate low mood in 
the short-term but often leads to feeling more depressed in the longer term (Hawkins & 
Clement, 1984). Dysfunctional eating behaviours might also be used to increase self-esteem, 
by providing a sense of control. However, this is often unsuccessful as other, uncontrolled 
behaviours occur (e.g., binging, eating forbidden foods), resulting in greater negative beliefs 
about eating, weight and shape and negative affect. Such negative beliefs are also thought to 
play a vital role in understanding the depression-eating psychopathology link, as they
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maintain both depression and disordered eating symptoms. Given that body-related 
behaviours are among the behavioural manifestations of these beliefs, their relationship with 
depression is also important to consider.
1.7.3 Depression and Body-Related Behaviours
Although body-related behaviours and associated cognitions are thought to be used to 
regulate emotions (Meyer et ah, in press), little research has focused on the role of 
depression. Given the link between depression, poor body image and eating 
psychopathology, it can be hypothesised that body-related behaviours and associated 
cognitions might be used to manage low mood, low self-esteem and the associated negative 
beliefs, as outlined above. However, the long-term consequences are likely to be negative. 
There is evidence that body comparison decreases body satisfaction and self-esteem, and 
increases depression (Cahill & Mussap, 2007; Reas et al, 2006). However, these findings 
are limited to non-clinical samples and have not been assessed across the different eating 
disorders, and do not consider the full range of body-related behaviours. Therefore, further 
research is needed to determine the role of depression in the link between body-related 
behaviours and the eating disorders.
1.8 Summary and Rationale of Study
In summary, this chapter has aimed to provide a contextual foundation in the field of the 
eating disorders. In order to achieve this, literature on definition, epidemiology, aetiology, 
treatment and relapse in the eating disorders were discussed. Following this, existing 
literature discussing the role of body image and body-related behaviours and associated 
cognitions in the eating disorders were addressed in detail. Finally, the role of psychological 
characteristics (narcissistic characteristics, anxiety and depression) in the eating disorders 
was discussed.
In reviewing this literature, it is apparent that the role of body-related behaviours and 
associated cognitions is significant in the eating disorders. That said, there is minimal 
research in this area, particularly in relation to the psychological characteristics that underpin 
these behaviours and cognitions. As narcissistic characteristics, anxiety and depression have 
been linked with eating psychopathology, their role in understanding body-related 
behaviours and associated cognitions needs to be considered further. There is some 
preliminary research looking at the role of these factors in some of the body-related 
behaviours and cognitions. However, this needs to be expanded.
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1.9 Aims of Study
1.9.1 Objectives
The objective of this study was to replicate and further extend previous work, which focused 
on body-related behaviours and associated cognitions in the eating disorders. The first 
element was an extension of previous work (Meyer et al, in press), and focused on 
determining levels of body-related behaviours in an eating-disordered group. The second 
element examined the psychological characteristics of patients with eating disorders that 
correlate with high levels of body-related behaviours and associated cognitions. More 
specifically, the study aims to determine whether narcissistic characteristics, anxiety and 
depression are associated with high levels of body-related behaviours.
Hypotheses 1 and 2 examine the levels of body-related behaviours in an eating-disordered 
group, and whether different eating disorders are characterised by different body-related 
behaviours. The remaining hypotheses investigate the relationship between the different 
body-related behaviours with eating psychopathology and, the psychological characteristics 
of core narcissism, narcissistic defences, anxiety and depression.
1.9.2 Hypotheses
In line with the aims and objectives of this study, the following hypotheses were outlined:
1. There will be high levels of body-related behaviours in an eating-disordered group.
2. There will be a difference between eating disorder diagnoses on the level of different 
body-related behaviours.
3. Each of the different body-related behaviours will be associated with eating 
psychopathology.
4. All the different body-related behaviours will be associated with higher levels of 
core narcissism and narcissistic defences.
5. All the different body-related behaviours will be associated with higher levels of 
anxiety.
6. All the different body-related behaviours will be associated with higher levels of 
depression.
7. Each of the body-related behaviours will mediate a link between core narcissism and 
narcissistic defences, and eating psychopathology.
8. Each of the body-related behaviours will mediate a link between anxiety and eating 
psychopathology.
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9. Each of the body-related behaviours will mediate a link between depression and 
eating psychopathology.
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2. METHOD
2.1 Research Design
A quantitative self-report approach was selected to explore body-related behaviours and 
associated cognitions in the eating disorders. Questionnaires were administered on one 
occasion, as part of a cross-sectional, mixed comparative and correlational design.
2.2 Study Sample
2.2.1 Participants
A total of 103 patients from a specialist NHS eating disorder service in the UK participated 
in the study. Of those who consented, one participant failed to complete the measures and 
had to be excluded. A further three participants were male and were therefore excluded to 
avoid any impact of gender. Thus, the final sample for this study consisted of 99 participants 
who were all female. Tables 1 and 2 summarise demographic (age and ethnicity) and 
diagnostic information (height, weight, body mass index, diagnosis). Participants had an 
average age of 30 years, and had an age range from 17-59 years. The majority of participants 
were White British (56%) or White other (22%). Body Mass Index (BMI = Mass [kg] 
divided by height^ [m]) was calculated from the participant’s height and weight or taken 
from the clinical notes (i.e., objective measurement, rather than self-report). The mean BMI 
of the sample was 21.87 (within the normal range), and approximately half of the 
participants met a diagnosis of bulimia nervosa (47%).
Table 1: Summary of Descriptive Statistics for Age. Height. Weight and Bodv Mass Index
N Mean (SD) Min Max
Age (years) 99 30.37 (9.44) 17.00 59.00
Height (m) 80 1.86 (1.74) 1.48 1.88
Weight (kg) 81 60.15 (19.30) 36.80 119.40
BMI 99 21.87 (6.39) 12.90 40.40
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Table 2: Frequency Data for Diagnostic Information and Ethnicity
N
(Total N=99)
%
Diagnosis Anorexia Nervosa 28 28
Anorexia Nervosa - Restrictive 16 16
Anorexia Nervosa - Binge Purge 13 13
Bulimia Nervosa 46 47
Bulimia Nervosa - Non Purging 10 10
Bulimia Nervosa -  Purging 
Eating Disorder Not Otherwise
36 37
Specified 25 25
Atypical Anorexia Nervosa 5 5
Atypical Bulimia Nervosa 6 6
Binge Eating Disorder 7 7
Ethnicity
Other 6 6
White British 55 56
White Other 22 22
African-Caribbean 3 3
Asian 5 5
Indian 2 2
Pakistani 0 0
Bangladeshi 1 1
Mixed 5 5
Other 4 4
Declined to Answer 2 2
2.2.2 Recruitment
The participants were recruited from a specialist NHS eating disorders service in the UK. 
Recruitment took place in two stages, using purposive sampling as an eating disordered 
group was the focus of the study. During part 1, 150 questionnaire packs were posted to 
patients on the waiting list for treatment. Of the 150 postal packs, 51 were returned (34% 
response rate). A further 52 participants were recruited in person at the start of treatment 
(part 2).
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The inclusion criteria included:
• Participants had to be aged 18 years or above.
• Participants had to have received a diagnosis of an eating disorder at assessment, 
based on DSM-IV-TR criteria (American Psychiatric Association, 2000).
• Participants had to either be waiting to commence outpatient treatment (after 
assessment) or were at the start of the treatment process (first session).
Participants were excluded from the study if:
• They were male.
• There was a presence of cognitive difficulties or a learning, disability. This was 
screened during the assessment.
• If participants had a psychotic disorder or a reduced capacity (such that informed 
consent would not be viable).
2.3 Measures
A total of four self-report measures were administered in this study. The questionnaires used
assessed: eating psychopathology; body-related behaviours and their associated cognitions; 
narcissism and narcissistic defences; anxiety and depression. During selection, the reliability 
and validity of the questionnaires was evaluated using existing published data.
2.3.1 Eating Disorder Examination -  Questionnaire Version 6 
(EDE-Q; Fairburn, 2008)
The EDE-Q (Appendix 2) is a self-report measure of eating psychopathology focusing on 
both eating attitudes and eating disordered behaviours. The measure includes 28 attitudinal 
items, which make up four subscales - eating concern (e.g., “Have you had a definite fear of 
losing control over eating?”); weight concern (e.g., “Have you had a strong desire to lose 
weight?”); shape concern (e.g., “Have you had a definite desire to have a totally flat 
stomach?”); and restraint (e.g., “Have you been deliberately trying to limit the amount of 
food you eat to influence your shape and weight (whether or not you have succeeded)?”). It 
also produces an overall EDE-Q score, which was used in this study. Additionally, the EDE- 
Q includes items measuring eating disordered behaviours (e.g., vomiting, binging, excessive 
exercise and laxative use). The items on the EDE-Q are focused on eating cognitions and 
behaviours that have been experienced in the last 28 days. Higher scores on the EDE-Q 
indicate higher levels of eating psychopathology.
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Earlier versions of the EDE-Q have been adapted from the Eating Disorder Examination, 
which is an established diagnostic interview (EDE; Fairbum & Cooper, 1993). The EDE-Q 
has been well validated with clinical and non-clinical populations (e.g.. Black & Wilson, 
1996; Fairbum & Beglin, 1994; Mond et al, 2004; Wolk et al, 2005). It has also shown 
satisfactory psychometric properties, with good test-retest results and intemal consistency 
(Cronbach’s alpha > 0.78; e.g.. Luce & Crowther, 1999; Peterson et al, 2007; Reas, Grilo et 
al, 2006), although the EDE-Q has been found to overestimate binge eating compared to the 
EDE (Fairbum & Beglin, 1994).
2.3.2 Body-Related Behaviours Scale 
(BRBS; Meyer et al, in press)
The BRBS (Appendix 3) is a 36-item self-report measure focusing on clinically relevant 
behaviours and associated cognitions in the areas of: body checking (e.g., “I spend time in 
front of the mirror, checking that I am not gaining weight”); body avoidance (e.g., “I avoid 
seeing myself naked”); body comparison (e.g., “Other people’s appearance is a good way of 
determining if I look acceptable”); and body display (e.g., “I like others to be able to see my 
bones through my skin”). Participants rate their responses to each item using a 5-point scale 
(0 = not at all; I = occasionally; 2 = sometimes; 3 = often; 4 = all the time). Higher mean 
scores on the relevant subscales indicate the increased presence of those behaviours and 
associated cognitions.
The BRBS has been validated against the Body Checking Questionnaire (BCQ; Reas et al, 
2002) and the Body Checking Cognitions Scale (BCCS; Mountford et a l, 2006). It has 
acceptable intemal consistency with Cronbach’s alpha > 0.76 (Meyer et al, in press).
2.3.3 O’Brien Multiphasic Narcissism Inventory 
(OMNI; O’Brien, 1987)
The OMNI (Appendix 4) is a 41-item self-report questionnaire, which measures pathological 
narcissism. It consists of three subscales: narcissistic personality (core narcissism, 
grandiosity, entitlement); poisonous pedagogy (one should control and direct others - ‘bad 
you’ defence); and narcissistically abused personality (placing others’ needs before one’s 
own and feeling aggrieved - ‘poor me’ defence). Examples of items include “Do you find 
yourself fantasizing about your greatness?” (narcissistic personality); “Do you wonder why 
people aren’t more appreciative of your goodness?” (poisonous pedagogy), and “Would you 
rather try to please others than to have your own way?” (narcissistically abused personality).
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The items are rated using either a ‘yes’ or ‘no’ response. Higher scores on each scale indicate 
a greater level of narcissistic characteristics.
Factor analyses of the OMNI have shown congruent factor structures in both general clinical 
and non-clinical samples (O’Brien, 1987, 1988). The OMNI has good intemal consistency 
(Cronbach’s alpha >0.71) and test-retest reliability (O’Brien, 1987). Reliability of the OMNI 
has also been demonstrated within an eating-disordered population (Brunton et a l, 2005a, 
2005b; Waller et al, 2008). Furthermore, O’Brien (1987) has validated the OMNI against 
the Narcissistic Personality Inventory (Raskin & Hall, 1979, 1981) and the Eysenck 
Personality Inventory (Eysenck & Eysenck, 1968, 1976). Further to this, participants with 
narcissistic personality disorder scored higher on the OMNI compared to a non-clinical 
population (O’Brien, 1988), suggesting further evidence for the validity of the measure.
2.3.4 Hospital Anxiety and Depression Scale 
(HADS; Zigmond & Snaith, 1983)
The HADS is a 14-item self-report measure of anxiety and depression (Appendix 5). It 
consists of two subscales - anxiety and depression. Items for the anxiety subscale include “I 
get a sort of frightened feeling as if something awful is about to happen”; “I can sit at ease 
and feel relaxed”; and for the depression subscale items include “I still enjoy the things I 
used to enjoy”; “I feel cheerful”. Participants rate the items on the HADS using a 4-point 
scale (0-3). The anchor points of the scale vary for each item (see Appendix 5). Higher 
scores on the scale indicate greater levels of depression and anxiety symptoms.
The HADS has demonstrated good psychometric properties (Zigmond & Snaith, 1983). A 
review of over 700 papers further suggests acceptable intemal consistency (mean Cronbach’s 
alpha = 0.83 for anxiety subscale and mean Cronbach’s alpha = 0.82 for depression subscale) 
and validity (Bjelland et al, 2002). The anxiety and depression scales have been shown to be 
highly correlated with the Beck Anxiety Inventory (r = .62 to .78) and the Beck Depression 
Inventory (r = .61 to .83), respectively (Bjelland et al, 2002).
2.4 Procedure
Basic data were collected by clinicians as part of the assessment process. All participants 
were weighed (using calibrated scales) and their height was recorded in their clinical notes, 
which enabled their body mass index to be calculated. Demographic data were also collected 
from clinical notes.
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2.4.1 Postal Procedure (Part 1)
Patients on the waiting list for treatment at a specialist eating disorder service were 
identified. Each patient was sent a postal pack which included an information sheet 
(Appendix 6), a consent form (Appendix 7), the four self-report measures (Appendices 2-5), 
and a pre-paid envelope to return the packs to the researcher. Each consent form and the four 
measures were assigned an anonymity number and the consent forms were filed separately 
on receipt. This facilitated the raw data remaining anonymous whilst allowing original data 
to be tracked to patients for demographic information and audit purposes.
2.4.2 Service Procedure (Part 2)
Patients at the start of treatment (session 1) at a specialist eating disorder service were 
invited to participate in the study. All patients were given an information sheet (Appendix 6) 
and a consent form (Appendix 7) by a clinician and were provided with a minimum of 24 
hours to consider taking part in the study. Each patient who consented to take part in the 
study completed four self-report measures (Appendices 2-5) and returned them to the 
service. Again, the questionnaire packs and consent forms were assigned anonymity numbers 
and were separated on receipt to uphold confidentiality but to allow traceability.
2.5 Data Analvsis
The Statistical Package for Social Sciences (SPSS, version 17.0) was used to analyse the 
data. For the EDE-Q, the overall subscale was used to assess for eating psychopathology as 
the hypotheses and relevant analyses did not focus on the other subscales. For the remaining 
measures, all the subscales were used to test the hypotheses. In line with the DSM-IV-TR 
(American Psychiatric Association, 2000), the broad diagnostic categories were used for data 
analysis (i.e., anorexia nervosa, bulimia nervosa, eating disorder not otherwise specified).
2.5.1 Sample Size Calculation
An a priori power analysis using G Power (version 3.1.2; Faul et al, 2007) software was 
conducted to calculate the appropriate sample size for this study. In order to calculate the 
sample size, the effect size (the strength of the relationship between variables), the alpha 
level (the probability at which an effect is statistically significant) and the beta level (power 
of the test) are needed (Field, 2009). A medium effect size of r  = 0.136 was estimated from 
previous research (Meyer et al, in press). Following the guidelines suggested by Cohen 
(1992), an alpha level of 0.05 and a power of 0.90 was used. For a multivariate analysis of 
variance (MANOVA), a sample size of 75 participants was identified. A sample size of 97
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participants was suggested for a multiple regression analysis with 2 predictors. Therefore the 
study aimed to recruit 97 participants and achieved this by recruiting 99.
2.5.2 Data Screening
Prior to selecting parametric tests for this study, the assumptions were first assessed. 
Parametric tests assume the data (or more precisely the residuals) are normally distributed, 
the variances across the data are roughly equal, the data is interval and, observations are 
independent. It was planned to check histograms and to assess data for outliers (scores more 
than 2.5 standard deviations from the mean). Skewness, kurtosis and Kolmogorov-Smimov 
tests were planned to assess the distribution of the data. Levene’s tests were considered to 
assess for the homogeneity of variance.
2.5.3 Hypotheses Testing
In order to test hypothesis I, descriptive statistics were planned. In addition, a one sample t- 
test was planned to enable comparisons of scores of the participants from this study with data 
from non-clinical norms obtained from Meyer et al. (in press). In the Meyer et al. (in press) 
study, 162 female and 88 male participants from an undergraduate, postgraduate and non­
student population were recruited. It was planned to use the female non-clinical norms to 
compare with the participants in this study. Those non-clinical women in the Meyer et al. (in 
press) study, had a mean age of 24.0 years (SD = 7.86), thus had approximately the same age 
as the female participants in the current study. The Meyer et al. (in press) female participants 
had a mean weight of 63.4kg (SD = 12.6) and a mean height of 1.68m (SD = 0.07). A 
multivariate analysis of variance (MANOVA) and post hoc pairwise comparisons (least 
significant differences test) were planned to assess differences between different body- 
related behaviours and different eating disorder diagnoses (Hypothesis 2). Bivariate 
correlations (Pearson’s r) were planned to determine the associations of body-related 
behaviours and cognitions with eating psychopathology (Hypothesis 3). For hypotheses 4, 5 
and 6, bivariate correlations (Pearson’s r) were planned to examine the associations between 
psychological features (anxiety, depression, narcissistic characteristics) and body-related 
behaviours. Finally, mediation analyses (Baron & Kenney, 1986; Sobel, 1982) were planned 
to test hypotheses 7, 8 and 9.
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2.6 Ethical Considerations
The study obtained ethical approval from the NHS Research Ethics Committee (Appendix 
9), the Trust Research and Development Department (Appendix 10), and the Faculty of Arts 
and Human Sciences at the University of Surrey (Appendix 11).
All participants were given written information about the study (Appendix 6). This 
information sheet provided details of the study and how the results were to be disseminated. 
It also clearly described the advantages and disadvantages of taking part. Although no 
adverse consequences were anticipated by participating in the study, participants were 
advised that should any sensitive or distressing issues be raised, that these could be discussed 
with their GP or therapist. Contact details of the researcher were also provided for any 
questions, clarification or to discuss any difficulties.
Informed written consent was obtained from all participants (Appendix 7), ensuring that 
participants had the opportunity to read the information sheet and ask questions. In addition 
to obtaining consent to participate in the study, it outlined consent for the researcher to 
obtain basic data from clinical files and to inform the General Practitioner (GP) in writing 
(Appendix 8) about their participation in this study. Participants were also advised that they 
were free to withdraw from the study at anytime and without giving a reason.
All questionnaire packs and consent forms were assigned with an anonymity number to keep 
data confidential. All raw data was stored in a locked filing cabinet at the specialist eating 
disorders service and participants were advised that it would be stored for ten years. Data 
that were taken offsite were anonymised and stored in password protected computer files.
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3. RESULTS
3.1 Preliminary Analvsis
3.1.1 Missing Data
Of the 99 participants who met the inclusion criteria for the study, 98 completed the EDE-Q, 
97 completed the BRBS, 97 completed the OMNI and 90 completed the HADS.
The EDE-Q, BRBS and HADS all allow up to two missing items per subscale (Fairbum & 
Beglin, 2008; Meyer et a l, in press; Zigmond & Snaith, 1983) and the OMNI allows up to 
three missing items per subscale (O’Brien, 1987). Based on this, where possible, the means 
of the subscales were calculated and the recommended data filling process (i.e., replacement
with the mean of the remaining items) was conducted. After the data filling process, there
were the following gaps: four EDE-Q scores; nine BRBS scores (2 for body checking, 2 for 
body avoidance, 2 for body comparison, 3 for body display); 19 OMNI scores (6 for 
narcissistic personality, 8 for poisonous pedagogy, 5 for narcissistically abused personality); 
and 19 HADS scores (9 for anxiety, 10 for depression).
3.1.2 Distribution of Data
Three outliers were identified, each for different participants (1 for body display, I for 
poisonous pedagogy, I for depression). As there was no evidence to suggest that any one 
participant produced these outliers consistently, these data were retained in the data set. 
Table 3 shows the skewness, kurtosis and Kolmogorov-Smimov analyses. The overall EDE- 
Q score was negatively skewed {z = -2.84, p  < 0.05), while the body display (z = 2.60, p  < 
0.05) and depression (z = 2.05, p  < 0.05) scores were positively skewed. Kurtosis was not 
significantly present in the data. Kolmogorov-Smimov tests show that the data were 
normally distributed with the exception of the narcissistically abused personality subscale 
fi-om the OMNI (z = 1.57, p  < 0.05).
Natural log and square root transformations were attempted to correct for the data that were 
not normally distributed. However, this resulted in more variables not fitting the normal 
distribution. Therefore, as the majority of the data were normally distributed, parametric tests 
were deemed more appropriate.
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3.1.3 Internal Consistency
The intemal consistence of the measures was calculated using Cronbach’s alpha (Table 3). 
The EDE-Q and HADS showed high levels of intemal consistency, confirming the reliability 
of these measures. Three of the BRBS subscales (body checking, body avoidance, body 
comparison) also showed good intemal consistency. The body display subscale of the BRBS 
and the OMNI scales showed lower levels of intemal consistency.
Table 3: Tests for Normalitv and Intemal Consistencv for the EDE-O. BRBS. OMNI and
HADS
N Skewness
(z)
Kurtosis
(z)
K-S
(z)
Cronbach’s
Alpha
Eating Disorders Examination - 
Questionnaire
95 -2.84* 0.96 1.10 0.919
Body-Related Behaviours Scale
Body Checking 97 0.73 -1.21 0.82 0.804
Body Avoidance 97 -0.15 -1.95 0.81 0.930
Body Comparison 97 -1.49 -1.33 1.01 0.851
Body Display
O’Brien Multiphasic Narcissism 
Inventory
96 2.60* 0.98 1.21 0.645
Narcissistic Personality 93 0.94 -1.62 1.27 0.596
Poisonous Pedagogy 91 1.59 1.74 0.93 0.656
Narcissistically Abused 94 -1.52 1.41 1.57* 0.561
Hospital Anxiety and Depression Scale
Anxiety 90 -1.31 -0.92 1.04 0.853
Depression 88 2.05* 0.15 0.98 0.796
* p <  .05
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3.1.4 Descriptive Statistics
Table 4 presents the mean scores on the EDE-Q, BRBS, OMNI and HADS scales for this 
study. The average EDE-Q and BRBS scores for this sample were higher than non-clinical 
norms (e.g., Fairbum & Beglin, 1994; Luce et al, 2008; Meyer et al, in press; Mond et al, 
2006). The OMNI mean scores were consistent with previous results within an eating 
disordered sample and were higher than a non-clinical group (Waller, Sines et al, 2007). 
Using the suggested cut-off points (Zigmond & Snaith, 1983), the average HADS scores for 
this study were indicative of mild and moderate levels of depression and anxiety. Again, the 
scores were higher than those of a non-clinical sample (Meyer et al, in press). To 
summarise, these mean scores are in line with those reported in previous research in the 
eating disorders.
Table 4: Summarv of the Descriptive Statistics for the EDE-O. BRBS. OMNI and HADS
N Mean (SD) Min Max
Eating Disorders Examination - Questionnaire 95 3.77 (1.54) 0.00 5.90
Body-Related Behaviours Scale
Body Checking 97 1.66 (0.87) 0.00 3.67
Body Avoidance 97 1.89 (1.12) 0.00 4.00
Body Comparison 97 2.38 (1.04) 0.00 4.00
Body Display 96 0.97 (0.59) 0.00 3.10
O’Brien Multiphasic Narcissism Inventory
Narcissistic Personality 93 6.42 (2.65) 2.00 13.00
Poisonous Pedagogy 91 6.38 (3.03) 0.00 17.00
Narcissistically Abused 94 5.72 (2.13) 1.00 10.00
Hospital Anxiety and Depression Scale
Anxiety 90 11.77 (4.56) 1.00 21.00
Depression 89 8.21 (4.31) 1.00 21.00
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3.1.5 Initial Correlations
Bivariate correlations (Pearson’s r) were carried out to assess the relationship between body- 
related behaviours (BRBS subscales), age, body mass index, eating psychopathology (EDE- 
Q), narcissistic personality and defences (OMNI subscales), anxiety and depression (HADS 
subscales).
Table 5 shows that there were a number of significant associations. Age was significantly 
and negatively associated with body checking, but significantly and positively associated 
with body avoidance. Age was not significantly associated with body comparison and body 
display. Age was also significantly related to depression and body mass index. Body mass 
index was significantly associated with eating psychopathology, body avoidance and body 
comparison, but was not significantly associated with body checking and body display.
The body-related behaviours and associated cognitions were strongly associated with eating 
psychopathology. Eating psychopathology was also significantly correlated with narcissistic 
personality, narcissistically abused personality, anxiety and depression.
Considering the inter-correlation of the body-related behaviours, checking was significantly 
related to comparison and display. Avoidance was significantly associated with comparison; 
and comparison was significantly related to display.
Of the narcissistic characteristics, narcissistic personality was significantly correlated with 
anxiety, narcissistically abused personality and poisonous pedagogy. Poisonous pedagogy 
was significantly related to anxiety, and narcissistically abused personality was significantly 
related to both anxiety and depression. Finally, anxiety and depression were strongly 
associated to each other. There were also a number of non significant associations (Table 5).
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Table 5: Bivariate Associations (Pearson’s rl of the BRBS with Age. BMI. Diagnosis. EDE- 
O. OMNI and HADS
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3.2 Hypothesis Testing
3.2.1 Hypothesis 1
There will he high levels o f body-related behaviours in an eating-disordered group.
A one-sample t-test was used to examine the levels of body-related behaviours in an eating 
disordered group. Data from Meyer et al. (in press) were used to compare clinical scores 
with non-clinical norms. Table 6 shows that participants with an eating disorder had 
significantly higher levels of body checking, avoidance and comparison, but not display.
Table 6: Mean Levels of Bodv-Related Behaviours in a Clinical and Non-Clinical Sample 
using a One-Sample T-Test
Current
Study
Non Clinical 
Sample
One
Sample
t-Test
N Mean (SD) Mean (SD) t P
Body-Related Behaviours 
Scale
Checking 97 1.66 (0.87) 1.00 (0.69) 7.48 .001
Avoidance 97 1.89 (1.12) 0.65 (0.62) 10.92 .001
Comparison 97 2.38 (1.04) 1.22 (0.87) 11.07 .001
Display 96 0.97 (0.59) 0.87 (0.50) 1.64 .104
3.2.2 Hypothesis 2
There will be a difference between different eating disorder diagnoses on the different body- 
related behaviours.
In order to examine the differences in body-related behaviours between the eating disorder 
diagnoses, a multivariate analysis of variance (MANOVA) and post hoc pairwise 
comparisons (least significant difference test) were used. Prior to conducting these analyses, 
the assumptions underpinning a MANOVA were assessed. Levene’s test showed that the 
assumption of homogeneity of variance was met (Checking: F  (2, 93) = 0.26, p  = .775; 
Avoidance: F  (2, 93) = 0.69, p  = .506; Comparison: F {2, 93) = 0.16, p  = .856; Display: F  {2, 
93) = 0.73, p  = .483). The assumption of equality of covariance matrices were also met using 
Box’s Test (F{20,21694.419) = 1.32,p  = .153). Finally, the data were normally distributed.
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Using Pillai’s trace, there was an overall significant difference between the eating disorder 
diagnostic groups on the different body-related behaviours (F =  0.161,7^(8, 182) = 1.988, p  
< 0.05). However, univariate analyses of variance (Table 7) showed no significant 
differences between eating disorder diagnoses on any of the individual BRBS scales apart 
from body comparison.
Table 7: Mean Levels of Bodv-Related Behaviours in Anorexia Nervosa. Bulimia Nervosa 
and Eating Disorder Not Otherwise Specified using Multivariate Analvsis of Variance
AN
(iV=28)
BN
(iV=42)
EDNOS
(V=25)
MANOVA
Mean (SD) Mean (SD) Mean (SD) F P
Body-Related
Behaviours Scale
Checking 1.66 (0.88) 1.67 (0.83) 1.59 (0.95) 0.07 .931
Avoidance 1.65 (0.98) 1.81 (1.12) 2.26 (1.21) 2.21 .116
Comparison 1.97 (0.93) 2.61 (1.06) 2.41 (1.01) 3.45 .036
Display 1.02 (0.52) 0.92 (0.61) 1.00 (0.63) 0.31 .733
A post hoc analysis (least significant differences test) was used to fiirther explore the 
difference between eating disorder diagnoses on body comparison. This analysis revealed 
that anorexics and bulimics differed on body comparison at the .05 level of significance. 
However, as BMI is a crucial factor that differentiates anorexics and bulimics (American 
Psychiatric Association, 2000), it was therefore used as a covariate in a multivariate analysis 
of covariance (MANCOVA). When controlling for BMI, there was no significant difference 
between groups on body comparison {V = 0.058, F  (4, 88) = 1.347, p  = 0.259). These 
findings suggest that the sample can be treated as a transdiagnostic group for further 
analyses, as suggested in the literature (Fairburn, Cooper et a/.,2003; Fairbum et al, 2009).
3.2.3 Hypothesis 3
All the different body-related behaviours will be associated with eating psychopathology.
Bivariate correlations (Pearson’s r) were carried out to assess whether the four body-related 
behaviours and associated cognitions were related to eating psychopathology (Table 5). As 
hypothesised, body checking, body avoidance, body comparison and body display were all 
found to be significantly associated with eating psychopathology.
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3.2.4 Hypothesis 4
All the different body-related behaviours will be associated with higher levels o f  narcissistic 
personality and narcissistic defences.
Bivariate correlations (Pearson’s r) were carried out to assess the relationship between body- 
related behaviours and narcissistic characteristics (Table 5). Body checking was significantly 
and positively associated with narcissistic personality and narcissistically abused personality, 
and was not significantly associated with poisonous pedagogy. Body avoidance was 
significantly and positively related to narcissistically abused personality but there were no 
significant relationships with narcissistic personality or poisonous pedagogy. Body 
comparison was significantly and positively associated with narcissistic personality, 
poisonous pedagogy and narcissistically abused personality. Finally, body display was 
significantly and positively related to narcissistic personality and poisonous pedagogy, but 
not with narcissistically abused personality.
3.2.5 Hypothesis 5
All the different body-related behaviours will be associated with higher levels o f  anxiety.
Bivariate correlations (Pearson’s r) were carried out to assess the relationship between body- 
related behaviours and anxiety (Table 5). Body checking and body avoidance were 
significantly and positively associated with anxiety. However, no significant associations 
were found between anxiety and body comparison or body display.
3.2.6 Hypothesis 6
All the different body-related behaviours will be associated with higher levels o f  depression.
Bivariate correlations (Pearson’s r) were carried out to assess the relationship between body- 
related behaviours and depression (Table 5). The correlations show that body avoidance was 
significantly and positively associated with depression. However, no further associations 
were found between other body-related behaviours and depression.
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3.2.7 Hypothesis 7
Each o f  the body-related behaviours will mediate a link between narcissistic personality and 
narcissistic defences, and eating psychopathology (Figures 1-6).
In order to test this hypothesis, a total of 12 mediation analyses could be required (4 BRBS 
variables x 3 OMNI variables). However, in order for a mediation analysis to be valid, four 
conditions must be met (Baron & Kenny, 1986). These conditions have been outlined below. 
If steps 1 to 3 are not met, then the final mediation analysis (step 4) is not warranted (Baron 
& Kenny, 1986).
Step 1: The independent variable (e.g., narcissistic personality; poisonous pedagogy; 
narcissistically abused personality) must significantly predict the dependent variable 
(i.e., eating psychopathology).
Step 2: The independent variable (e.g., narcissistic personality; poisonous pedagogy; 
narcissistically abused personality) must significantly predict the mediator (e.g., 
checking; avoidance; comparison; display).
Step 3: The mediator (e.g., checking; avoidance, comparison; display) must 
significantly predict the dependent variable (i.e., eating psychopathology) after 
controlling for the independent variable (e.g., narcissistic personality; poisonous 
pedagogy; narcissistically abused personality). This can be tested by running a 
multiple regression analysis with the independent variable entered in block 1 and the 
mediator entered in block 2.
Step 4: The independent variable (e.g., narcissistic personality; poisonous pedagogy; 
narcissistically abused personality) must weakly predict the dependent variable (i.e., 
eating psychopathology) when controlling for the mediator (e.g., checking; 
avoidance, comparison; display). This can be tested by entering the mediator in 
block 1 and the independent variable in block 2 in a multiple regression analysis. 
Full mediation is seen to occur when the relationship between the independent 
variable and dependent variable falls to zero, which is rare. A Sobel test (using the 
unstandardised coefficients) allows the significance of the mediation to be assessed 
by testing whether the weaker independent variable to dependent variable 
relationship is significantly weaker when controlling for the mediator. (In any case 
where any variable was not normally distributed, the analysis was repeated using a
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bootstrapping method. However, as this approach resulted in consistent outcomes, 
the Sobel tests are reported in order to provide consistency.)
The correlations from Table 5 show that of the narcissistic characteristics, narcissistic 
personality and narcissistically abused personality were significantly associated with eating 
psychopathology (i.e., step 1 is valid). As poisonous pedagogy was not significantly 
associated with eating psychopathology (i.e., step 1 was violated), no further analyses were 
conducted involving this measure. For step 2, narcissistic personality was significantly 
associated with body checking, comparison and display; and narcissistically abused 
personality was significantly associated with body checking, avoidance and comparison. 
Therefore, the following six mediation analyses were conducted as they were the only ones 
to meet the first three steps of the Baron and Kenny approach (Figures 1-6).
Body Checkin:
Narcissistic
Personality
Eating
Psychopathology
Figure 1: Mediation Model: The Role of Bodv Checking as a Mediator in the Relationship 
between Narcissistic Personality and Eating Psvchonathologv
A mediation analysis was conducted to explore whether body checking (BRBS subscale) 
significantly mediated the relationship between narcissistic personality (OMNI subscale) and 
eating psychopathology (EDE-Q scale). Multiple regression analyses (simultaneous entry 
method) were used to examine the different steps highlighted by Baron and Kenny (1986). 
The assumptions of multiple regression were upheld (e.g., normality'*, linearity^, 
multicollinearity^, independence^).
The distribution of the residuals was assessed using histograms and P-P plots. 
 ^Linearity was assessed using histograms and P-P plots.
 ^Multicollinearity was assessed using correlations.
’ Independence was assessed using the Durbin-Watson statistic.
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Table 8: Associations of Narcissistic Personality. Eating Psychopathology and Body 
Checking using Multiple Regression Analyses (Steps from Baron & Kenny. 19861
Mediation Steps 
(Baron & Kenny, 1986)
F %
Variance
Path P
*(P)
Standard
E rro r
t P
1: Narcissistic Personality 
predicts EDE-Q
7.26 6.6 c 0.28
(0.15)
0.06 2 j# .009
2: Narcissistic Personality 
predicts Checking
7.06 6.2 a 0.27
(0.09)
0.03 2.66 .015
3: Checking predicts EDE-Q 
(after controlling for 
Narcissistic Personality)
23J6 33.7 b 0.54
(0.90)
0.15 6.04 .001
4: Narcissistic Personality 
predicts EDE-Q (after 
controlling for Checking)
2336 33.7 c’ 0.14
(0.08)
0.05 1.53 .130
*(P)= Unstandardised Coefficients
Table 8 confirms that steps 1, 2 and 3 of the Baron and Kenny (1986) process were met. The 
table also shows that, after controlling for body checking (step 4), the relationship between 
narcissistic personality and eating psychopathology was weakened. In order to assess 
whether body checking was a significant mediator of this relationship, a Sobel test was 
conducted. The Sobel test showed that the hypothesised mediator (body checking) played a 
significant role in the relationship between narcissistic personality and eating 
psychopathology (Body Checking: z = 2.28, p  -  .023). To summarise, the data are 
compatible with a model where body checking partially mediates the relationship between 
narcissistic personality and eating psychopathology.
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Figure 2: Mediation Model: The Role of Body Comparison as a Mediator in the 
Relationship between Narcissistic Personality and Eating Psychopathology
A mediation analysis was conducted to explore whether body comparison (BRBS subscale) 
significantly mediated the relationship between narcissistic personality (OMNI subscale) and 
eating psychopathology (EDE-Q scale). Multiple regression analyses (simultaneous entry 
method) were used and, the assumptions of multiple regression were upheld.
Table 9: Associations of Narcissistic Personality. Eating Psychopathology and Body 
Comparison using Multiple Regression Analyses (Steps from Baron & Kenny. 1986f
Mediation Steps F % Path p Standard t p
(Baron & Kenny, 1986) Variance *(P) E rro r
1: Narcissistic Personality 
predicts EDE-Q 
2: Narcissistic Personality 
predicts Comparison 
3: Comparison predicts
EDE-Q (after controlling 
for Narcissistic 
Personality)
4: Narcissistic Personality 
predicts EDE-Q (after 
controlling for 
Comparison)
7.26 6.6
23.62 19.7
30.36 40.0
30.36 40.0
028
(0.15)
0.45
(0.17)
0.65
(0.91)
0.06 2.69 .009
0.04 4.57 .001
0.13 7.03 .001
c’ -0.01 0.05 -.07 .942
(-.004)
*(P)= Unstandardised Coefficients
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Table 9 confirms that steps 1, 2 and 3 of the Baron and Kenny (1986) process were met. The 
table also shows that, after controlling for body comparison (step 4), the relationship 
between narcissistic personality and eating psychopathology was weakened. In order to 
assess whether body comparison was a significant mediator of this relationship, a Sobel test 
was conducted. The Sobel test showed that the hypothesised mediator (body comparison) 
played a significant role in the relationship between narcissistic personality and eating 
psychopathology (Body Comparison: z = 3.80, p = .0001). To summarise, the data are 
compatible with a model where body comparison mediates the relationship between 
narcissistic personality and eating psychopathology.
Body Display
... ......... ............. ^ ...."N
Narcissistic | Eating ;
Personality c Psychopathology J
:
Figure 3: Mediation Model: The Role of Body Display as a Mediator in the Relationship 
between Narcissistic Personality and Eating Psychopathology
A mediation analysis was conducted to explore whether body display (BRBS subscale) 
significantly mediated the relationship between narcissistic personality (OMNI subscale) and 
eating psychopathology (EDE-Q scale). Multiple regression analyses (simultaneous entry 
method) were used and the assumptions of multiple regression were upheld.
Table 10 confirms that steps I, 2 and 3 of the Baron and Kenny (1986) process were met. 
The table also shows that, after controlling for body display (step 4), the relationship 
between narcissistic personality and eating psychopathology was weakened (although still 
significant). In order to assess whether body display was a significant mediator of this 
relationship, a Sobel test was conducted. The Sobel test showed that the hypothesised 
mediator (body display) did not play a significant role in the relationship between narcissistic 
personality and eating psychopathology (Body Display: z  = 1.48,/> = .14). To summarise, the 
data are not compatible with a model where body display partially mediates the relationship 
between narcissistic personality and eating psychopathology.
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Table 10: Associations of Narcissistic Personality. Eating Psychopathology and Body 
Display using Multiple Regression Analyses (Steps from Baron & Kennv. 1986')
Mediation Steps F % Path p Standard t p
(Baron & Kenny, 1986) Variance *(P) E rror
1: Narcissistic Personality 7.26 6.6
predicts EDE-Q 
2: Narcissistic Personality 6.53 5.7
predicts Display 
3: Display predicts 5.41 9.2
EDE-Q (after controlling 
for Narcissistic Personality)
4: Narcissistic Personality 5.41 9.2
predicts EDE-Q (after 
controlling for Display)
0.28
(0.15)
0.26
(0.06)
0.21
(0.52)
0.06
0.02
0.27
2.61 .012
2.58 .011
1.94 .055
c’ 0.22 0.06 2.03 .045
(0.12)
*(p)= Unstandardised Coefficients
Body Checking
Narcissisticalh
Abused
Personality
Eating |
Psychopathology j
Figure 4: Mediation Model: The Role of Body Checking as a Mediator in the Relationship 
between Narcissistically Abused Personality and Eating Psychopathology
A mediation analysis was conducted to explore whether body checking (BRBS subscale) 
significantly mediated the relationship between narcissistically abused personality (OMNI 
subscale) and eating psychopathology (EDE-Q scale). Multiple regression analyses 
(simultaneous entry method) were used and the assumptions of multiple regression were 
upheld.
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Table 11: Associations of Narcissistically Abused Personality. Eating Psychopathology and 
Body Checking using Multiple Regression Analyses (Steps from Baron & Kenny. 19861
Mediation Steps 
(Baron & Kenny, 1986)
F %
Variance
Path P
*(P)
Standard
E rror
t P
1: Narcissistically Abused 
predicts EDE-Q
16.39 14.7 c 0.40
(0.27)
0.07 4.05 .0001
2: Narcissistically Abused 
predicts Checking
11.34 10.0 a 0.33
(0.13)
0.04 3.26 .002
3: Checking predicts
EDE-Q (after controlling 
for Narcissistically 
Abused)
26.80 36.7 b 0.50
(0.84)
0.15 5.61 .001
4: Narcissistically Abused 
predicts EDE-Q (after 
controlling for Checking)
26.80 36.7 c’ 0.23
(0.16)
0.06 2.60 .011
*(P)= Unstandardised Coefficients
Table 11 confirms that steps 1, 2 and 3 of the Baron and Kenny (1986) process were met. 
The table also shows that, after controlling for body checking (step 4), the relationship 
between narcissistically abused personality and eating psychopathology was weakened 
(although still significant). In order to assess whether body checking was a significant 
mediator of this relationship, a Sobel test was conducted. The Sobel test showed that the 
hypothesised mediator (body checking) played a significant role in the relationship between 
narcissistically abused personality and eating psychopathology (Body Checking: z = 2.78, p  
= .005). To summarise, the data are compatible with a model where body checking partially 
mediates the relationship between narcissistically abused personality and eating 
psychopathology.
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Narcissistically
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Personality
Eating j 
Psychopathology j
Body Avoidance
Figure 5: Mediation Model: The Role of Body Avoidance as a Mediator in the Relationship 
between Narcissistically Abused Personality and Eating Psychopathology
A mediation analysis was conducted to explore whether body avoidance (BRBS subscale) 
significantly mediated the relationship between narcissistically abused personality (OMNI 
subscale) and eating psychopathology (EDE-Q scale). Multiple regression analyses 
(simultaneous entry method) were used and the assumptions of multiple regression were 
upheld.
Table 12: Associations of Narcissistically Abused Personality. Eating Psychopathology and 
Body Avoidance using Multiple Regression Analyses (Steps from Baron & Kenny. 1986)
Mediation Steps 
(Baron & Kenny, 1986)
F %
Variance
Path P
*(P)
Standard
E rror
t P
1: Narcissistically Abused 
predicts EDE-Q
16.39 14.7 c 0.40
(0.27)
0.07 4.05 .0001
2: Narcissistically Abused 
predicts Avoidance
25.86 21.1 a 0.47
(0.26)
0.05 5.24 .001
3: Avoidance predicts 
EDE-Q (after controlling 
for Narcissistically 
Abused)
17.57 27.1 b 0.41
(0.53)
0.13 4.00 .0001
4: Narcissistically Abused 
predicts EDE-Q (after 
controlling for Avoidance)
17.57 27.1 c’ 0.19
(0.13)
0.07 1.87 .064
*(P)= Unstandardised Coefficients
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Table 12 confirms that steps 1, 2 and 3 of the Baron and Kenny (1986) process were met. 
The table also shows that, after controlling for body avoidance (step 4), the relationship 
between narcissistically abused personality and eating psychopathology was weakened. In 
order to assess whether body avoidance was a significant mediator of this relationship, a 
Sobel test was conducted. The Sobel test showed that the hypothesised mediator (body 
avoidance) played a significant role in the relationship between narcissistically abused 
personality and eating psychopathology (Body Avoidance: z = 3.14, p  = .002). To 
summarise, the data are compatible with a model where body avoidance partially mediates 
the relationship between narcissistically abused personality and eating psychopathology.
Body
Comparison
Eating
Psychopathology
Narcissisticalh'
Abused
Personalitv
Figure 6: Mediation Model: The Role of Bodv Comparison as a Mediator in the 
Relationship between Narcissisticallv Abused Personalitv and Eating Psvchopathologv
A mediation analysis was conducted to explore whether body comparison (BRBS subscale) 
significantly mediated the relationship between narcissistically abused personality (OMNI 
subscale) and eating psychopathology (EDE-Q scale). Multiple regression analyses 
(simultaneous entry method) were used and the assumptions of multiple regression were 
upheld.
Table 13 confirms that steps I, 2 and 3 of the Baron and Kenny (1986) process were met. 
The table also shows that, after controlling for body comparison (step 4), the relationship 
between narcissistically abused personality and eating psychopathology was weakened 
(although still significant). In order to assess whether body comparison was a significant 
mediator of this relationship, a Sobel test was conducted. The Sobel test showed that the 
hypothesised mediator (body comparison) played a significant role in the relationship 
between narcissistically abused personality and eating psychopathology (Body Comparison: 
z  = 2.87, p  = .004). To summarise, the data are compatible with a model where body
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comparison partially mediates the relationship between narcissistically abused personality 
and eating psychopathology.
Table 13: Associations of Narcissisticallv Abused Personalitv. Eating Psvchopathologv and 
Bodv Comparison using Multiple Regression Analvses (Steps from Baron & Kennv. 1986)
Mediation Steps F % Path p Standard t p
(Baron & Kenny, 1986) Variance *(P) E rro r
1: Narcissistically Abused 16.39
predicts EDE-Q 
2: Narcissistically Abused 11.16
predicts Comparison 
3: Comparison predicts 27.05
EDE-Q (after controlling 
for Narcissistically 
Abused)
4: Narcissistically Abused 27.05
predicts EDE-Q (after 
controlling for 
Comparison)
14.7
9.8
36.9
36.9
0.40
(0.27)
0.33
(0.16)
0.51
(0.69)
0.07
0.05
0.12
4.07 .0001
3.45 .001
5.51 .001
c’ 0.22 0.06 2.54 .013
(0.15)
*(P)= Unstandardised Coefficients
3.2.8 Hypothesis 8
Each o f  the body-related behaviours will mediate a link between anxiety and eating 
psychopathology (Figures 7 & 8).
In order to test this hypothesis, a total of 4 mediation analyses could be required (4 BRBS 
variables x 1 HADS Anxiety variable). However, as described earlier, in order for mediation 
analysis to be valid, the four conditions must be met (Baron & Kenny, 1986). These 
conditions have been briefly outlined below.
Step 1: The independent variable (i.e., anxiety) must significantly predict the 
dependent variable (i.e., eating psychopathology).
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Step 2: The independent variable (i.e., anxiety) must significantly predict the 
mediator (e.g., checking; avoidance; comparison; display).
Step 3: The mediator (e.g., checking; avoidance, comparison; display) must 
significantly predict the dependent variable (i.e., eating psychopathology) after 
controlling for the independent variable (i.e., anxiety).
Step 4: The independent variable (i.e., anxiety) must weakly predict the dependent 
variable (i.e., eating psychopathology) when controlling for the mediator (e.g., 
checking; avoidance, comparison; display).
The correlations from Table 5 show that anxiety was significantly associated with eating 
psychopathology (i.e., step 1 is valid). For step 2, anxiety was significantly associated with 
body checking and body avoidance. Therefore, the following mediation analyses were 
conducted.
Bodv Clicckinii ,
- \ ^ ...... ....................  A
Anxiety Eating :
c Psychopathology j
X.... _J
Figure 7: Mediation Model: The Role of Bodv Checking as a Mediator in the Relationship 
between Anxietv and Eating Psvchopathologv
A mediation analysis was conducted to explore whether body checking (BRBS subscale) 
significantly mediated the relationship between anxiety (HADS subscale) and eating 
psychopathology (EDE-Q scale). Multiple regression analyses (simultaneous entry method) 
were used and the assumptions of multiple regression were upheld.
Table 14 confirms that steps 1, 2 and 3 of the Baron and Kenny (1986) process were met. 
The table also shows that, after controlling for body checking (step 4), the relationship 
between anxiety and eating psychopathology was weakened (although still significant). In
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order to assess whether body checking was a significant mediator of this relationship, a 
Sobel test was conducted. The Sobel test showed that the hypothesised mediator (body 
checking) played a significant role in the relationship between anxiety and eating 
psychopathology (Body Checking: z = 2.49, p  = .013). Therefore, body checking partially 
mediates the relationship between anxiety and eating psychopathology.
Table 14: Associations of Anxietv. Eating Psvchopathologv and Bodv Checking using 
Multiple Regression Analvses fSteps from Baron & Kennv. 1986)
Mediation Steps 
(Baron & Kenny, 1986)
F %
Variance
Path P
*(P)
Standard
E rror
t P
1: Anxiety predicts 
EDE-Q
15.13 14.3 c 0.39
(0.13)
0.03 3.89 .0002
2: Anxiety predicts 
Checking
7.04 6.4 a 0.27
(0.05)
0.02 2.90 .005
3: Checking predicts 
EDE-Q
22.95 34.1 b 0.47
(0.83)
0.16 5.12 .001
4: Anxiety predicts EDE- 
Q (after controlling for 
Checking)
22.95 34.1 c’ 0.25
(0.08)
0.03 2.68 .009
*(P)= Unstandardised Coefficients
Body Avoidance i
Eating
PsychopathologyAnxiety
Figure 8: Mediation Model: The Role of Bodv Avoidance as a Mediator in the Relationship 
between Anxietv and Eating Psvchopathologv
A mediation analysis was conducted to explore whether body avoidance (BRBS subscale) 
significantly mediated the relationship between anxiety (HADS subscale) and eating
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psychopathology (EDE-Q scale). Multiple regression analyses (simultaneous entry method) 
were used and the assumptions of multiple regression were upheld.
Table 15: Associations of Anxietv. Eating Psvchopathologv and Bodv Avoidance using 
Multiple Regression Analvses tStens from Baron & Kennv. 19861
Mediation Steps 
(Baron & Kenny, 1986)
F %
Variance
Path P
*(P)
Standard
E rro r
t P
1: Anxiety predicts 
EDE-Q
15.13 14.3 c 0.39
(0.13)
0.03 3.89 .0002
2: Anxiety predicts 
Avoidance
11.89 10.9 a 0.35
(0.09)
0.03 3.37 .001
3: Avoidance predicts 
EDE-Q
16.71 27.0 b 0.39
(0.51)
0.13 3.96 .0002
4: Anxiety predicts EDE- 
Q (after controlling for 
Avoidance)
16.71 27.0 c’ 0.27
(0.08)
0.03 2.59 .011
*(P)= Unstandardised Coefficients
Table 15 confirms that steps 1, 2 and 3 of the Baron and Kenny (1986) process were met. 
The table also shows that, after controlling for body avoidance (step 4), the relationship 
between anxiety and eating psychopathology was weakened (although still significant). In 
order to assess whether body avoidance was a significant mediator of this relationship, a 
Sobel test was conducted. The Sobel test showed that the hypothesised mediator (body 
avoidance) played a significant role in the relationship between anxiety and eating 
psychopathology (Body Avoidance: z = 2.52, p  = .012). To summarise, the data are 
compatible with a model where body avoidance partially mediates the relationship between 
anxiety and eating psychopathology.
3.2.9 Hypothesis 9
Each o f  the body-related behaviours will mediate a link between depression and eating 
psychopathology (Figure 9).
In order to test this hypothesis, a total of 4 mediation analyses could be required (4 BRBS 
variables x 1 HADS Depression variable). However, as described earlier, in order for
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mediation analysis to be valid, the four conditions must be met (Baron & Kenny, 1986). 
These conditions have been briefly outlined below.
Step 1: The independent variable (i.e., depression) must significantly predict the 
dependent variable (i.e., eating psychopathology).
Step 2: The independent variable (i.e., depression) must significantly predict the 
mediator (e.g., checking; avoidance; comparison; display).
Step 3: The mediator (e.g., checking; avoidance, comparison; display) must 
significantly predict the dependent variable (i.e., eating psychopathology) after 
controlling for the independent variable (i.e., depression).
Step 4: The independent variable (i.e., depression) must weakly predict the 
dependent variable (i.e., eating psychopathology) when controlling for the mediator 
(e.g., checking; avoidance, comparison; display).
The correlations fi-om Table 5 show that depression was significantly associated with eating 
psychopathology (i.e., step is valid). For step 2, depression was only significantly associated 
with body avoidance. Therefore, the following mediation analysis was conducted.
Body Avoidance :
Eating
PsychopathologyDepression i
Figure 9: Mediation Model: The Role of Bodv Avoidance as a Mediator in the Relationship 
between Depression and Eating Psvchopathologv
A mediation analysis was conducted to explore whether body avoidance (BRBS subscale) 
significantly mediated the relationship between depression (HADS subscale) and eating 
psychopathology (EDE-Q scale). Multiple regression analyses (simultaneous entry method) 
were used and the assumptions of multiple regression were upheld.
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Table 16: Associations of Depression. Eating Psvchopathologv and Bodv Avoidance using 
Multiple Regression Analvses (Steps from Baron & Kennv. 1986)
Mediation Steps 
(Baron & Kenny, 1986)
F %
Variance
Path P
*(P)
Standard
E rror
t P
1: Depression predicts 
EDE-Q
5.58 5.2 c 0.25
(0.09)
0.04 2.36 .021
2: Depression predicts 
Avoidance
27.11 22.9 a 0.49
(0.12)
0.03 4.94 .001
3: Avoidance predicts 
EDE-Q
11.60 20.2 b 0.45
(0.60)
0.15 4.07 .0001
4: Depression predicts 
EDE-Q (after 
controlling for 
Avoidance)
11.60 20.2 c’ 0.04
(0.01)
0.04 0.32 .747
*(P)= Unstandardised Coefficients
Table 16 confirms that steps 1, 2 and 3 of the Baron and Kenny (1986) process were met. 
The table also shows that, after controlling for body avoidance (step 4), the relationship 
between depression and eating psychopathology was weakened. In order to assess whether 
body avoidance was a significant mediator of this relationship, a Sobel test was conducted. 
The Sobel test showed that the hypothesised mediator (body avoidance) played a significant 
role in the relationship between depression and eating psychopathology (Body Avoidance: z 
= 3.10, p  = .002). To summarise, the data are compatible with a model where body 
avoidance mediates the relationship between depression and eating psychopathology.
3.3 Supplementary Analvses
3.3.1 Post Hoc Power Analysis
Using G Power software (version 3.1.2; Paul et a/.,2007), post hoc power analyses were used 
to assess whether the sample size of 97 participants for this study was appropriate. Based on 
the achieved correlation coefficients from this study, appropriate effect sizes were calculated.
For the multivariate analysis of variance, the Pillai’s trace value of 0.170 was used to 
calculate an effect size of 0.093. Using this effect size and a sample size of 97, a power of
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0.86 was calculated. This indicates that this test achieved sufficient power to ensure that the 
null hypothesis was probably not accepted inappropriately.
For the multiple regression analyses, power was calculated using a mean correlation 
coefficient of 0.474 and a two tailed alpha level of 0.05. For the multiple regression analyses 
using one predictor, a power of 0.953 would have been achieved with 60 participants. A 
power of 0.951 was found for the multiple regression analysis using two predictors with a 
sample of 70 individuals. If using three predictors, then 77 participants were needed for a 
power of 0.95. Finally, with four predictors (i.e., all the BRBS scales), 84 participants would 
yield a power of 0.952. This pattern suggests that the sample in this study was of an adequate 
size to test the hypotheses.
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4. DISCUSSION
4.1. Overview of the Study
The aim of this study was to investigate the relationship between the eating disorders and 
body-related behaviours and associated cognitions. In addition, the study aimed to consider 
factors that might be associated with these behaviours, including narcissistic characteristics 
(core narcissism, poisonous pedagogy, narcissistically abused personality), anxiety and 
depression. Based on the existing literature, a significantly higher level of body-related 
behaviours and associated cognitions were expected in an eating-disordered sample than in a 
non-clinical sample. Furthermore, it was hypothesised that narcissistic characteristics, 
anxiety and depression would be significantly associated with body-related behaviours and 
their related cognitions. Finally, body-related behaviours were hypothesised to be mediating 
variables in the relationships between factors such as narcissistic features, anxiety, and 
depression, and levels of eating psychopathology.
4.2. Main Findings of the Study
4.2.1. Summary of Results
The levels of body-related behaviours and associated cognitions did not differ between the 
different eating disorder diagnoses. This finding reinforces the growing literature on the 
transdiagnostic approach, which is proposed to be more useful in conceptualising the eating 
disorders (Fairbum, Cooper et al, 2003).
Patients with eating disorders had higher levels of body checking, avoidance and comparison 
than a comparable non-clinical population from a previous study (Meyer et al, in press). 
These results are in line with previous research (e.g., Cahill & Mussap, 2007; Shafran et al, 
2004). In contrast, body display did not differ between these groups.
When examining the role of core narcissism and narcissistic defences, body checking, 
comparison and display were significantly linked with core narcissism. However, core 
narcissism was not significantly linked with body avoidance. Of the defences, higher levels 
of narcissistically abused personality (the ‘poor me’ defence, which involves prioritising 
others needs over one’s own, resulting in resentment) were significantly associated with 
body checking, avoidance and comparison but not with body display. This finding supports 
previous research, which also shows a relationship between narcissistically abused
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personality and body checking (Waller et al, 2008). Poisonous pedagogy (the ‘bad you’ 
defence, where others are seen as wrong and in need of direction) was significantly related to 
body comparison and body display, but not with body checking and body avoidance. 
Previous research has focused only on the link between poisonous pedagogy and body 
checking cognitions (Waller et al, 2008). Additional analyses showed that body checking 
and body comparison were partial mediating variables in the link between core narcissism 
and eating psychopathology. However, body avoidance and body display were not found to 
play the same role. Body checking, avoidance and comparison were found to partially 
mediate the link between narcissistically abused personality and eating psychopathology, but 
body display did not have the same role. There was no mediating role of the body-related 
behaviours in the relationship between poisonous pedagogy and eating psychopathology.
The role of anxiety and depression in body-related behaviours and cognitions was also 
considered. Anxiety was associated with body checking and avoidance but not with body 
comparison or display. This is similar to the results found by Haase et a l  (2007), who looked 
at the role of social physique anxiety in body checking. Mediation analyses showed that both 
body checking and avoidance partially mediated the link between anxiety and eating 
psychopathology. However, body comparison and body display did not play the same role.
In contrast, depression was predictive of body avoidance but had no role in body checking, 
comparison and display. The latter finding is surprising, as previous research has found a 
link between depression and body comparison (Cahill & Mussap, 2007). Body avoidance 
mediated the relationship between depression and eating psychopathology. However, the 
other body-related behaviours and associated cognitions were not mediating factors in this 
relationship.
4.2.2. Theoretical Implications
There is growing literature that supports a transdiagnostic approach to the eating disorders 
(Fairbum, Cooper et al, 2003; Fairbum et al, 2009). As there was no difference between the 
diagnostic groups, a transdiagnostic model seems appropriate to use in understanding the 
body-related behaviours and their associated cognitions. A key feature of this model is the 
over-evaluation of eating, weight and shape, which is a commonality across the different 
eating disorders (Fairbum, Cooper et al, 2003).
The findings, from this study and existing literature (e.g., Cahill & Mussap, 2007; Meyer et 
al, in press; Shafran et al, 2004) suggest that patients suffering from eating disorders have
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relatively high levels of body-related behaviours and associated cognitions. These 
behaviours and cognitions are seen as central in the maintenance of poor body image, and 
they are also associated with the risk of relapse after remission. Therefore, body-related 
behaviours might drive poor body image and eating psychopathology as well as being 
associated with the risk relapse.
Existing research has shown that eating disordered patients tend to report high levels of 
narcissistic characteristics (e.g., Brunton et al, 2005a; Waller, Sines et a l, 2007; Waller et 
al, 2008). In this study, these features have also been found to be significantly related to 
body-related behaviours and their related cognitions. It appears that patients with features of 
core narcissism and narcissistic defences are at increased risk of using behaviours such as 
body checking, avoidance, comparison and display. Body checking and body comparison 
were mediating variables in the relationship between core narcissism and eating 
psychopathology. It can be suggested that these behaviours are related to an increased self­
preoccupation with appearance and wanting to look a certain way (Waller & Campbell, 
2008). Also, as the relationship between narcissistically abused personality and eating 
psychopathology was found to be mediated by body checking, avoidance and comparison, it 
can be suggested that these particular behaviours and their associated cognitions serve the 
function of defending the threatened self-esteem and managing one’s insecurities (Waller et 
al, 2008). Given that low self-esteem is a central feature of eating psychopathology 
(Fairbum, Cooper et al, 2003), the role of these behaviours in defending self-esteem seems 
to makes sense. Those patients with a narcissistically abused personality have an increased 
need to seek approval and validation from others. Therefore, body checking and comparison 
might be used as strategies to achieve such support (Waller et al, 2008). For example, 
patients might compare themselves to others in order to assess what is socially desirable and 
to form perceptions of how one should or should not look. Checking behaviours might also 
be adopted to monitor and keep control of one’s body, ensuring that it is acceptable and 
within societal norms. As levels of body display did not differ between an eating-disordered 
and a non-clinical sample, its role is somewhat unclear. However, in this study, body display 
was linked to higher levels of core narcissism and poisonous pedagogy. Therefore, it might 
be a strategy used to gain attention from others, as well as a means of ensuring care is 
received. Finally, it might be a strategy to provide direction to others of how one should 
look.
Comorbid difficulties such as anxiety and depression are common in the eating disorders 
(e.g., Braun et al, 1994; Pallister & Waller, 2008). In this study, increased levels of anxiety
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were related to body checking and body avoidance. Furthermore, body checking and body 
avoidance were found to mediate the relationship between anxiety and eating 
psychopathology. As in previous research (e.g., Meyer et al, in press; Shafran et al, 2004), 
this outcome is consistent with the suggestion that these body-related behaviours can be 
interpreted as safety behaviours. Eating-disordered patients might use these behaviours and 
cognitions to reduce anxiety around eating, weight and shape. However, this relief is short­
term and the anxiety is consequently reinforced and maintained. As body comparison and 
body display were not found to be significantly associated with anxiety, this suggests that 
these behaviours and associated cognitions might not serve the same function.
Body avoidance was also related to depression in this study. This association and the role of 
body avoidance as a mediator in the relationship between depression and eating 
psychopathology is consistent with the suggestion that body avoidance serves the function of 
managing low mood and low self-esteem. Often, when depressed, feelings of hopelessness 
and helplessness are experienced, resulting in avoidance (Beck, 1967, 1976). Avoidance 
might be used as a strategy to block out negative thoughts and emotions related to eating, 
weight and shape, but again, these re-emerge and continue to be maintained. Often, patients 
suffering from the eating disorders also using binge eating as a method to manage low mood. 
However, this approach results in feeling more depressed, as well as feeling guilty and 
ashamed for overeating (Hawkins & Clement, 1984). Body avoidance might be adopted in 
an attempt to block out the perceived consequences of binge eating (e.g., weight gain) and 
the resulting emotions. Thus, body avoidance becomes a maladaptive strategy, as it does not 
allow corrective information about body, weight and shape to emerge. Based on previous 
research, it was hypothesised that body checking, body comparison and body display would 
also be significantly related with depression. Furthermore, it was thought that these body- 
related behaviours and associated cognitions would mediate the link between depression and 
eating psychopathology. However, this was not the case. As described earlier, body checking 
might be better understood as an anxious response rather than depressive response. Again, as 
discussed, body comparison and body display might be understood in relation to narcissistic 
characteristics. Other possible factors also need to be considered in future research to further 
our understanding of the body-related behaviours and associated cognitions.
To summarise, this study has a number of theoretical implications. It is apparent that body- 
related behaviours and associated cognitions have a substantial role in the eating disorders, 
and this study has found that a number of factors are associated with these behaviours. The 
findings from this study can be used to suggest possible theoretical mechanisms that might
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underpin the body-related behaviours, namely narcissistic characteristics, anxiety and 
depression. Other factors also should be considered and explored, as it seems from this study 
that the body-related behaviours cannot be fully explained in terms of narcissistic 
characteristics, anxiety and depression.
4.3. Implications for Research
4.3.1. Strengths
One of the strengths of the study is that, it allowed data to be obtained from an everyday 
clinical sample, making the findings more relevant to clinical practice in the eating disorders 
and allowing for the lowering of exclusion criteria (as the sample is not defined as 
stringently as in some designs). This allowed a larger number of participants to be recruited 
from a clinical population in a relatively brief time period.
An additional strength is that this study had a relatively large sample compared to other 
research in the eating disorders. For example, some recent studies have used samples of 64- 
84 participants (Shafran et al, 2004; Mountford et al, 2006; Waller, Corstorphine et al, 
2007; Waller et al, 2008). This gave adequate power for testing the hypotheses in this study 
and reduced the risk of making type II errors®.
As discussed earlier, body image is a complex and multifactorial concept. This study has 
dismantled body image by exploring the body-related behaviours and associated cognitions 
in a way that has clinical and research utility. The construct has been broken down into 
elements (i.e., behaviours and cognitions) that enable cognitive behavioural models to be 
tested.
4.3.2. Limitations and Future Considerations
A number of limitations need to be considered and addressed in future research. These 
limitations also have implications for the conclusions that are drawn from this study.
Methodology
The study had a cross-sectional design and focused primarily on associations. This means 
that the results do not allow causal inferences to be made. In order to enhance these findings 
and address causality, longitudinal and experimental studies would be useful. That said.
® A type II error is when the null hypothesis is accepted when in fact it is false.
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meditational models at least test the potential viability of causal models (Baron & Kenny, 
1986).
A further limitation concerns the absence of a non-clinical sample in this study. Some 
comparisons (e.g., levels of body-related behaviours in an eating disorders sample and a non- 
clinical sample) were made using data from a previous study (Meyer et al, in press). 
However, further hypotheses in this study were not tested in a non-clinical sample (e.g., the 
correlational patterns). Due to time constraints, it was not feasible to extend this study to 
include a non-clinical sample or other clinical samples (e.g., anxiety disorders; body 
dysmorphic disorder). Such comparisons need to be considered in future research to 
ascertain whether these results are truly specific to the eating disorders.
This study used purposive sampling. Using such a nonprobability-based sampling method 
does not allow participants to be randomly selected, and can limit the generalisability of the 
results. Random sampling allows participants to have an equal probability of being selected 
in a given population. It is often a preferred method as it enables research findings to be 
extrapolated to a wider population. However, random sampling is not always feasible and 
practical as it can be expensive and time consuming, particularly when the population to be 
studied has a relatively low incidence (such as the eating disorders).
A further methodological issue to consider is the selection and recruitment of participants in 
this study. The participants were recruited from one specialist NHS eating disorders service. 
Although this minimised external confounding variables, it might also have reduced the 
generalisability of the results. Therefore, it would be beneficial to replicate this study across 
multiple sites and different geographical areas. Furthermore, part of the recruitment of the 
participants took place at the service, and involved the participants returning the completed 
questionnaires to the clinicians. This could have resulted in some participants feeling obliged 
and pressured into participating in the study. To minimise this occurring, participants were 
advised that clinicians were not involved in the research and that their decision to participate 
in the study would not have had an impact on their treatment. In future, alternative methods 
to return the questionnaires would be useful to prevent this issue (e.g., a confidential 
questionnaire return box). Lastly, the sample was restricted to females, as eating disorders 
tend to be more common in this population. However, this study does not enable the findings 
to be generalised to the male population.
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Measures
It is also important to consider the measures used in the study. The O’Brien Multiphasic 
Narcissism Inventory has been previously found to be a reliable and valid measure (OMNI; 
O’Brien, 1987, 1988). This has also been demonstrated within the eating disorders (Brunton 
et al, 2005a, 2005b; Waller et al, 2008). However, in this study, the internal consistency for 
this measure was low (Cronbach’s alphas between 0.561 and 0.656), and this might have 
increased the risk of type II errors. As the OMNI has shown highly acceptable psychometric 
properties in previous research, it was still considered to be an appropriate measure to use in 
this study. An additional criticism of this measure is that it uses a ‘yes’ or ‘no’ response 
scale. This could encourage dichotomous thinking, as the measure does not have a range of 
possible options (e.g., a Likert scale). Therefore, participants might have answered 
inaccurately if these responses were not sufficient. Future research might use alternative 
measures of narcissism. Finally, narcissistic characteristics are thought to be unconscious 
processes within the psychoanalytic literature, raising questions about how accurately a self- 
report questionnaire can fully capture these concepts.
Within the Body-Related Behaviours Scale (BRBS; Meyer et al, in press), the internal 
consistency of the body display subscale was moderate (Cronbach’s alpha - 0.645; Cohen, 
1992). In addition, the BRBS is a new measure, and its psychometric properties have not 
been extensively explored. However, both the previous and current studies provide 
acceptable psychometric properties, and therefore it was deemed an appropriate measure to 
use in this study. Further to this, the BRBS is the first known measure that focuses on all the 
four body-related behaviours and their associated cognitions. Therefore, to prevent 
participants filling in multiple measures, the BRBS was deemed the most suitable measure 
for this study.
Statistical Analyses
In order to use parametric tests, the data need to be normally distributed. As only the 
majority of the data in this study actually did satisfy this assumption, there is the possibility 
of type f  and type II errors in this study. However, attempts to correct for this through 
transformations resulted in more data violating the assumption of normality. Therefore, it 
was deemed more appropriate to use parametric tests with the original data. Parametric tests 
are more robust and can tolerate minimal violations of normality (Hubbard, 1978). 
Therefore, given that the data in this study were mostly normally distributed, parametric tests 
were used over non-parametric tests.
' A type I error is when the null hypothesis is rejected when in fact it is true.
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The method for the mediation analyses in this study (Baron & Kenny, 1986) is well- 
established and is commonly used in research. It has been used in both simple (one mediator) 
and complex (multiple mediators) analyses (Baron & Kenny, 1986). As this study was 
looking at different mediators (i.e., checking, avoidance, comparison, display), structural 
equation modelling (SEM) could also have been considered as an alternative method. The 
SEM approach enables all the mediators and independent variables to be assessed 
simultaneously, whereas the approach conducted in this study used separate regression 
analyses for each mediating variable. The method used in this study was more time 
consuming and it did not calculate a combined overall effect of the four mediators. Further to 
this, bootstrapping (Shrout & Bolger, 2002) has also been suggested as an alternative to the 
Sobel test (Sobel, 1982). Bootstrapping is often a preferred method, as it does not require the 
assumption of a normality to be met in the data. In this study, the majority of the data were 
normally distributed, and therefore Sobel tests were also considered appropriate to use.
4.4. Summary of Future Directions
Given the limitations and methodological issues in this study, there are a number of areas 
that future research might address.
First, future follow-up studies would benefit from the inclusion of a non-clinical sample and 
of other clinical samples, which would allow further comparisons to be made. The design of 
this study could be amended to include random sampling and multi-site recruitment, in order 
to reduce sampling bias and enhance the generalisability of the results. Longitudinal and 
experimental studies would also be useful to explore developmental issues and causality.
This study explores some of the characteristics that underpin body-related behaviours and 
associated cognitions. Future research might also consider other constructs that could 
increase our understanding of these behaviours, such as specific anxieties (e.g., social 
anxiety, obsessive-compulsive traits), other emotional states (e.g., shame, guilt), underlying 
core beliefs, and other personality constructs.
Finally, disseminating research is an important process, which allows the communication of 
findings to the relevant individuals who, in turn, can make improvements. The findings of 
this study will be submitted to an appropriate peer-reviewed scientific journal and presented 
at relevant conferences, in order to disseminate these findings and enhance clinical practice.
199
Major Research Project: Discussion
4.5. Implications for Clinical Practice
The findings of this study have implications for clinicians working with poor body image in 
the eating disorders. Given that poor body image is a prominent predictor of relapse in the 
eating disorders (Keel et al, 2005), any mechanisms that maintain poor body image need to 
be assessed during treatment (including body-related behaviours and cognitions). This can be 
done by using the Body-Related Behaviours Scale (Meyer et a l, in press), as well as using 
clinical interview. Where they are identified as potential safety mechanisms in the eating 
disorders, these behaviours and cognitions need to be addressed within the treatment of the 
eating disorders. As cognitive behavioural therapy is a prominent treatment in this field 
(NICE, 2004), techniques such as cognitive restructuring, behavioural experiments, surveys 
and exposure could be used to address body-related behaviours and cognitions (e.g., Bennett- 
Levy et al, 2004; Waller, Cordery et al, 2007).
Further to this, if a high level of body-related behaviours and cognitions is found, clinicians 
should also consider assessing and formulating the presence of narcissistic characteristics. 
Narcissistic characteristics, particularly the defences, can cause difficulties in interpersonal 
relationships (Waller & Campbell., 2008). In therapy, patients can be critical and blaming of 
the therapist, can feel their needs are not being met adequately, and can devalue the 
therapeutic process. Consequently, patients can be reluctant to take on therapeutic tasks, can 
lack motivation to make changes, and can disengage from therapy (e.g., Campbell et al, 
2009; Waller & Campbell., 2008). In addition, patients who have high levels of narcissistic 
characteristics can create difficulties in treatment, as their preoccupation with self­
appearance and self-esteem is more complex (Waller et al, 2008). Therefore, these issues 
need to be considered in relation to interventions focused on body-related behaviours and 
cognitions. The interventions described for body-related behaviours and cognitions might be 
perceived as threats to the patient’s self-esteem, and therefore can result in the issues raised 
above (lack of motivation, non-compliance, disengagement). Waller and colleagues (e.g.. 
Sines et al, 2008; Waller & Campbell., 2008; Waller, Sines et al, 2007) stress that these 
cognitive behavioural techniques should be considered within a collaborative and Socratic 
framework, in order to prevent the patient’s self-esteem feeling threatened. This 
collaboration can be enhanced by formulating and discussing the possible impact of 
narcissistic characteristics early in treatment, as well focusing more on motivational issues.
In addition, body-related behaviours and their related cognitions are used by some patients to 
manage difficult emotional states - particularly anxiety and depression. These behaviours can
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be interpreted as safety behaviours, regulating affect in the short-term, but with long-term 
negative consequences. Some interventions may need to address the underlying cognitions 
that drive and maintain these body-related behaviours, which in turn attempt to manage 
anxiety and depression. In particular, identifying the negative beliefs regarding the 
consequences of not using these behaviours will be important. Furthermore, behavioural 
strategies (e.g., behavioural experiments, exposure) might need to be used to challenge such 
beliefs and behaviours. More direct interventions for anxiety and depression might also need 
to be Considered.
4.6. Conclusion
This study has investigated the role of body-related behaviours and associated cognitions in 
the eating disorders. Some of the characteristics (narcissistic characteristics, anxiety and 
depression) potentially underpinning these behaviours have also been explored. This is 
important, as body-related behaviours and their associated cognitions are associated with 
poor body image, which in turn is predictive of relapse in the eating disorders. By forming a 
greater understanding of body-related behaviours and the associated cognitions, formulations 
and interventions can be adapted to reduce the risk of relapse. To conclude, this study has 
enhanced the existing literature in this area, and has also introduced some novel findings. 
That said, there are a number of limitations and future directions that need to be considered.
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6.1. Appendix 1: DSM-IV-TR Criteria for the Eating Disorders 
Anorexia Nervosa
The DSM-IV criteria for anorexia nervosa are as follows:
• Refusal to maintain body weight at or above a minimally normal weight for age and 
height, for example, weight loss leading to maintenance of body weight less than 
85% of that expected or failure to make expected weight gain during period of 
growth, leading to body weight less than 85% of that expected.
• Intense fear of gaining weight or becoming fat, even though underweight.
• Disturbance in the way one's body weight or shape is experienced, undue influence
of body weight or shape on self evaluation, or denial of the seriousness of the current 
low body weight.
• In postmenarcheal females, amenorrhea, i.e., the absence of at least 3 consecutive 
menstrual cycles. A woman having periods only while on hormone medication (e.g., 
oestrogen) still qualifies as having amenorrhea.
Restricting Type: During the current episode of anorexia nervosa, the person has not 
regularly engaged in binge-eating or purging behaviour (self-induced vomiting or misuse of 
laxatives, diuretics, or enemas).
Binge Eating/Purging Type: During the current episode of anorexia nervosa, the person has 
regularly engaged in binge-eating or purging behaviour.
Bulimia Nervosa
The DSM-IV criteria for bulimia nervosa are as follows:
• Recurrent episodes of binge eating characterized by both:
1. Eating, in a discrete period of time (e.g., within any 2-hour period), an amount 
of food that is definitely larger than most people would eat during a similar 
period of time and under similar circumstances.
2. A sense of lack of control over eating during the episode, (such as a feeling that 
one cannot stop eating or control what or how much one is eating).
• Recurrent inappropriate compensatory behaviour to prevent weight gain, such as 
self-induced vomiting, misuse of laxatives, diuretics, enemas, or other medications, 
fasting, or excessive exercise.
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• The binge eating and inappropriate compensatory behaviour both occur, on average, 
at least twice a week for 3 months.
• Self evaluation is unduly influenced by body shape and weight.
• The disturbance does not occur exclusively during episodes of anorexia nervosa.
Purging Type: During the current episode of bulimia nervosa, the person has regularly 
engaged in self-induced vomiting or the misuse of laxatives, diuretics, or enemas.
Non-purging Type: During the current episode of bulimia nervosa, the person has used other 
inappropriate compensatory behaviour but has not regularly engaged in self-induced 
vomiting or misused laxatives, diuretics, or enemas.
Eating Disorder Not Otherwise Specified
The DSM-IV criteria for eating disorder not otherwise specified are as follows:
This diagnosis includes disorders of eating that do not meet the criteria for the above two 
eating disorder diagnoses. Examples include:
1. For female patients, all of the criteria for anorexia nervosa are met except that the 
patient has regular menses.
2. All of the criteria for anorexia nervosa are met except that, despite significant weight 
loss, the patient's current weight is in the normal range.
3. All of the criteria for bulimia nervosa are met except that the binge eating and 
inappropriate compensatory mechanisms occur less than twice a week or for less than 
3 months.
4. The patient has normal body weight and regularly uses inappropriate compensatory 
behaviour after eating small amounts of food (e.g., self-induced vomiting after 
consuming two cookies).
5. The patient engages in repeatedly chewing and spitting out, but not swallowing, large 
amounts of food.
6. Binge-eating disorder: recurrent episodes of binge eating in the absence if regular 
inappropriate compensatory behaviour characteristic of bulimia nervosa.
Adapted from: American Psychiatric Association (2000). Diagnostic and statistical manual of
mental disorders (Revised 4* edn).Washington, DC: American Psychiatric Association.
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6.2. Appendix 2; Eating Disorders Examination Questionnaire Version 6
EAUNGQUESnONNAm
InstMKdom: The gnMtion; n  e concerned the p»st fbm % eet s onk,
Pkaie read each qne$*ian careMr, Plei e mswer ^  &e qneftioM, Thml \o  a,
Qae&dom 1 to 1 :^ Please cii cle the appropriate munher on the dght. Remmoher that &e
On how many of the paat dap: \ oda)3
1-$ 6 u m $ i d : 2
dayt: days day; da\.
2  ^ 27 Every 
dots day
1 H iie ta  reen deliberately trrma to limit &e 
a w  m*ofW \ineatioW h% aceyonr shape 
01 waj^t (wheéer or not ymi have siKceeded^
0 1 2 3 4 S #
2 Have you cone for long y o d  of time 0  
waking hoTS or m ^ ) wi h"% eating anything at 
aBinorjertohfInence\oir h'% or weight?
0 1 3 3 4 5 6
3 Have you MiSito eicinde worn your èet an)- 
6 o d s ^ t  you like in o%er to Muence y«ir 
±ig>e or weight (whether or not you have 
succeeded)?
0 1 2 3 4 5 $
4 %ve you Med to 3oUow deMte ndes legarcn^ 
your eating (for cuuqpk, a calme limit) m order 
to MiKKe your shape or wei^t (whed^ or 
\%uha'.'esucoeed«h?
0 1 2 3 4 5 6
5 Have you h d  a & ^ te  desire to have an empty 
stomach w A  the aim of mfhenmna \%mr shane 
orweiAf?
0 1 2 3 4 5 6
6 Have vou had a M nite desire to have a totally 
fbtstomad^ 0 Î 2 3 4 5 $
7 Has ùinking about food, eatmc or calones made 
it veiy difGndt to concectrate on things you are 
interested in (for «üun^e, wwüng, following a 
co^ iMTsation. or readme)?
0 Î 2 3 4 5 ê
S Bbs Ainkhm about shane or wmsht made it very 
éfGodt to concentrate on thin^ you are 
mterested in (for exanqde, wo&ing, foIlow% a 
conversation, or re^dm^
0 1 2 3 4 5 6
9 HaveyouhadadeâniteiearoflodngcWrol 
otweaGng? 0 1 2 3 4 5 6
10 Have you had a deSnik tear àat you m i^  gain 
we%ht? 0 1 2 3 4 3 6
11 Ha\'eyou&lt6t? 0 1 2 3 4 3 ê
12 Have you had a strong desire to lose weight? 0 1 2 3 4 3 6
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QuMtionslMB: M ease#  h  the appropriate mmnber h  the boies on the Remember
Èat the questions m k  refer to Ae past Anr w eek (I& da)^).
Over the past fonrweeb (28 days).....
13 0  er Ae pwt 2$ days, how many times have yon e s te  what otl get pi wouW 
re., fda m  mmmalh' Im e amomt of ibod (gr.-en Ae drcmK .»ce i
14 ..... On how many o f Aese time; did yon have a %nse of hmng lost W ro l over 
]pmeamm{atAetimetha;yonweKestmg)?
15 Ova" the past 28 days, m  how many DAYS ha ,e ephodk; of overeating
oocmred (jle., yon eaten e  mmsnally large ameW of W  W  have had a
KDseoflosst^oonhoWAetime)?
Over Ae pad 28 days, how mar^'^g^have yon mdeyonn<df sick (vomit) as a 
m em  of ctmWling your shape or w d ^
Over the past 28 day .^ how mmw thmKhaveym khœiaxatimasameans of 
oommli% yonr sbq% or we%ht?
18 Over the p st 28 days, how nmm' times have ytn em dsed in a "èiven’' or 
^oonÿdàte’' wa)' as ameans ofoontroll%yonrwei^sh*pe orammmtof Ah 
mtobnmoftcslcdes?
QuKtions 19 to 11: Please drcle the appropriate number. Please note that Arthe:ei 
term % g e  eating^ means eating what oAeis would legaid as an nnn'nally laige amonnl of 
food for Ae oircnmstances* accompanied b\ a <ense of having lost conttid ot er eating.
19 0verAepst28days,onhowmaq'days No W  &12 1345 16.22 23.27 Every
have }«on eaten m secret Oe.Wve%')? days da^ -s dap days days days
..... Do not count episodes of bum eati%
4 5 6
h^eesto}îai‘e>oufelïgmitj'{feîf&iî ofü^ olÉs &as &e flias ûfîhe % ^
yoaVed«Eeracid|)l)Kaiiaofteefikioa g g „  k ! f  fe e s  half f e e  
your shape or weight?
...«Do not count episodes of binge eating 0 1 2 3 4 5 6
eat?
 Donot count episodes of binge eath^ 0 1 2 3 4 5 6
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Quwtiom 22 W Pktee cM e &e tqquopiiak iiWkBr m  Ae ngh*- RemmAerAat Ae
quedmis leAr A Ae past W  week; 0  Ays).
Over Ae past 28 days.... N*fata 5U:&%
M#d*î»te Markedly
22 I^\%iic%'eiAtM%ncedW\'onAnik 
abcm Qudge) p c s e lf  as a pmson? 0 :i 2 3 4 5 ê
23 IW you: *^2"»ne idhieimed Ww ymi think 
about (|v, jge i \  ou:»elf as a pe^h? 0 :i 2 3 4 5 ê
24 Row much would it have tg*Kt you if  yon 
had b e e  aAed to yom elf moe a 
week (no more, or kss, often) Ar Ae nmA 
fom weeks?
0 ]I 2 3 4 5 6
25 Row à<"aAâed have yon been w i A ^  
n e ic i ' 0 1 2  3 4 5 6
26 Row AssaASed have yon bemwiA yonr 
Aape? 0 1 2  3 4 5 6
27 How mi:onifb%ibk hive you fêh seeing 
yonr bcdy eaample. see% your s^pe 
A Ae muTor. m a sixç wiudow rejection, 
winie undiessmg or tÂing a baA or 
Aower)?
0 :i 2 3 4 5 6
28 Row wKomArtable you M  aboA
seeing yonr Aape or Ggnre 
exampk, m conm cal dimming rooms, 
wben swimmmg, or weaâm agit cloAes)?
%atisyourweightatpresai^ ^kase^yonrbestestim ate.) ...... . ......... ...............
WM«ywrhei^?6Pkmgiveycmbe#«AmA.) ...... ...........................
R&mde: OverAepstAree-A.Wm)nAsiia%y%imt;sedan}''m«Ktiud^ods? .
Rso,bowman)i ........................
Rave you been taking Ae ‘‘pü)*’? ... . . . . . . . . . . . . . . . . . . . .
T m m v o u
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6.3. Appendix 3; Body-Related Behaviours Scale
BRBS
The following statements reflect how some people feel about their body and some related 
behaviours. For each of these statements, please place a tick in the column that most closely 
sums up how much you agree with it. Do not spend a lot of time thinking about each answer, 
but just respond with the answer that feels right.
How accurate is this 
statement?
(tick the appropriate box)
Item
1 Îo 1 1o
1
ë
I weigh myself.
I use clothes to let me know if  my size has changed.
I check my size by measuring parts o f my body with my fingers.
I spend time in front o f  the mirror, checking that I am not gaining 
weight.
I ask others to reassure me that my weight has not risen.
I believe that checking my appearance ensures that I keep control o f my 
weight.
Checking my body tells me how much weight I have put on.
Checking my body makes me feel calmer.
My memory for my appearance is poor, so I have to keep checking how 
I look.
I believe that checking my body weight will make it shoot up.
I do not use mirrors if I can avoid them.
If I think anyone will comment on my appearance, I tend to get out of 
that situation or change the subject.
I avoid seeing myself naked.
My wardrobe tends to consist o f baggy clothes, which hide my true 
shape.
I tend to look away if  I catch sight o f my reflection or if  I see a 
photograph o f myself.
If I can avoid seeing my body, then I am less upset by my appearance.
If I see myself, then I will be disgusted and I will have to hide away.
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Item
How accurate is this 
statement?
(tick the appropriate box)
1 Îo 1C/2 1o
1
1
Wearing tight or fitted clothes means that others will be critical o f me.
Not giving others the chance to talk about my appearance means that 
they will not be critical.
Seeing myself naked distresses me.
I focus on other people’s size.
Other people’s appearance is a good way o f determining if  I look 
acceptable.
I judge my appearance in comparison with those people around me.
Checking other people’s appearance means that I can feel more secure 
about how they see me.
If I spend time studying others’ appearance, then I know what I should 
look like or try to look like.
Other people’s weight loss gives me a guide about how I should eat.
If others look bad, then I tend to feel better about my own appearance.
If I see someone who looks slim, then I tend to see myself as fat.
I wear clothes that show my shape.
I like others to be able to see my bones through my skin.
My body makes good clothes look even better.
I give others a good example o f how they could look if  they tried 
harder.
I wear tight and fitted clothes.
If others see how I really look, they will be concerned about me.
Others tend to admire my appearance.
I like to feel that others have a good idea o f how well I can control my 
body.
If I could not show other people how my body looks, then they would 
not notice me.
Showing my body means that others are less distracted by my 
personality.
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6.4. Appendix 4; O’Brien Multiphasic Narcissism Inventory
OMNI
INSTRUCTIONS: Please indicate YES or NO as appropriate.
1. Do your friends all come from the same mould? YES NO
2. Do you crave attention from others? YES NO
3. Are you jealous o f good-looking people? YES NO
4. Do you tend to feel humiliated when criticized? YES NO
5. Is it important for you to know how other people spend their time? YES NO
6. Do you usually find it hard to settle down? YES NO
7. Would you rather give a gift than receive one? YES NO
8. Do you find yourself fantasizing about your greatness? YES NO
9. Do you think that sexual intercourse is clean? YES NO
10. Do your views of people change back and forth easily? YES NO
11. Is seduction the best part o f your sex life? YES NO
12. Do people love you for the way you improve their lives? YES NO
13. Do you worry a lot about your health? YES NO
14. Do you pay a lot o f attention to the financial matters o f others? YES NO
15. Do you expect people who love you to spend lots o f money to show it? YES NO
16. Do you tend to be secretive about your personal life? YES NO
17. Do you wonder why people aren’t more appreciative o f your goodness? YES NO
18. Will your experiences greatly guide others? YES NO
19. Does your life deserve special recognition? YES NO
20. Are you a perfectionist? YES NO
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21. Do you tend to see people as being either great or terrible? YES NO
22. Do you know how to solve other people’s problems? YES NO
23. If you’re tough on others, is it ‘for their own good’? YES NO
24. Do you avoid telling people ‘what it’s all about’? YES NO
25. Do you have a tendency to over-react? YES NO
26. Do you have fantasies about being violent without knowing why? YES NO
27. Do you tend to get angered by others? YES NO
28. Do you appreciate people who ‘march to the beat o f a different drummer’? YES NO
29. Are you especially sensitive to success and failure? YES NO
30. Are you clever enough to fool most people? YES NO
31. Do you try to avoid dramatizing your feelings? YES NO
32. Do you think that movie stars have better lives than you? YES NO
33. Do you have problems that nobody else seems to understand? YES NO
34. Do you find it easy to relax in a group? YES NO
35. Would you rather try to please others than to have your own way? YES NO
36. Do you try to avoid rejection at all costs? YES NO
37. Do you think that going through life is like walking a tightrope? YES NO
38. Do you tend to feel like a martyr? YES NO
39. Do you find it easier to empathize with your own misfortunes than with those of 
others?
YES NO
40. When confused, do you think o f your mother’s wishes to help you to resolve your 
conflicts?
YES NO
41. Would your secretive acts horrify your friends? YES NO
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6.5. Appendix 5: Hospital Anxiety and Depression Scale
Hospital Anxiety and Depression Score (HADS)
This questionnaire helps your physician to know how you are feeling. Read eveiy sentence. 
Place an “X” on the answer that best describes how you have been feeling during the LAST 
WEEK. You do not have to think too much to answer. In this questionnaire, spontaneous 
answers are more important.
A I feel tense or ‘wound up’:
Most o f the time 
A lot o f the time 
From time to time (occ.) 
Not at all
3
2
1
0
D
I still enjoy the things I used 
to enjoy:
Definitely as much 0
Not quite as much 1
Only a little 2
Hardly at all 3
A I get a sort of frightened
feeling as if something awful 
is about to happen:
Very definitely and quite 3
badly
Yes, but not too badly 2
A little, but it doesn’t worry 
me 1
Not at all 0
D I can laugh and see the
funny side of things:
As much as I always could 0
Not quite so much now 1
Definitely not so much now 2
Not at all 3
A Worrying thoughts go
through my mind:
A great deal o f the time 3
A lot o f the time 2
From time to time, but not 
often 1
Only occasionally 0
D I feel cheerful:
Not at all 3
Not often 2
Sometimes 1
Most of the time 0
A I can sit at ease and feel
relaxed:
Definitely 0
Usually 1
Not often 2
Not at all 3
D I feel as if I am slowed down:
Nearly all the time 
Very often 
Sometimes 
Not at all
3
2
1
0
A I get a sort of frightened 
feeling like ’’butterflies” in 
the stomach:
Not at all 0
Occasionally 1
Quite often 2
Very often 3
D I have lost interest in my 
appearance:
Definitely
I don’t take as much care as I
3
should
I may not take quite as much
2
care 1
I take just as much care 0
A I feel restless as I have to be 
on the move:
Very much indeed 3
Quite a lot 2
Not very much 1
Not at all 0
D I look forward with 
enjoyment to things:
As much as I ever did 0
Rather less than I used to 1
Definitely less than I used to 2
Hardly at all 3
A I get sudden feelings of 
panic:
Very often indeed 3
Quite often 2
Not very often 1
Not at all 0
D I can enjoy a good book or 
radio/TV program:
Often 0
Sometimes 1
Not often 2
Very seldom 3
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6.6. Appendix 6: Information Sheet
UNIVERSITY OF Eating Disorders Service 
[details omitted to ensure anonymity]
PARTICIPANT INFORMATION SHEET -  Version 1 (01/03/2010) 
Rec Ref: 10/H1109/18
Title of Proiect: 
Name of Researcher: 
Contact Details:
Body-Related Behaviours in the Eating Disorders 
Reena Amin
University of Surrey, Guildford, Surrey, GU2 7XH 
Eating Disorders Service [details omitted]
You are being invited to take part in this research study. Before you decide, it is important 
for you to understand why the research is being done and what it will involve. Please take 
time to read the following information carefully, and discuss it with friends, family and your 
GP if you wish.
Background and purpose of the study
The purpose of this research project is to explore different behaviours that may contribute to 
the maintenance of an eating disorder and negative body image. Previous research has found 
that poor body image can make it more difficult to overcome an eating disorder. Therefore, it 
is important to try to learn more about the possible behaviours that maintain poor body 
image. The findings may have important implications in the way health care professionals 
deliver treatment programmes and support to individuals with eating disorders. Also, it 
could be basis for designing new interventions.
Why have I  been chosen ?
You have been chosen to take part in this study as you have recently been referred to, or are 
receiving treatment from the Eating Disorders Service. All individuals with an eating 
disorder are being invited to participate.
Do I  have to take part?
It is up to you to decide whether or not to take part. If you do, you will be given this 
information sheet to keep and be asked to sign a consent form. You are still free to withdraw 
at anv time and without giving a reason and your information will not be used. A decision to 
withdraw at any time, or a decision not to take part, will not affect the standard and type of 
care vou receive.
What will happen to me if  I  take part?
The study requires you to:
Fill out a set of questionnaires, asking about your body related behaviours, attitudes and 
behaviours around eating and weight, as well as your mood and anxiety. In addition, and 
with your permission, your GP will be informed that you have taken part in this research.
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What are the possible disadvantages and risks o f taking part?
There are no known risks in taking part in this form of study. However, should the topics 
covered on the questionnaires bring up sensitive or distressing issues, you are able to discuss 
any concerns of this sort with your therapist or GP.
What are the possible benefits o f taking part?
You will be contributing to new research in the area that may have further implications for 
new intervention strategies.
What if  there is a problem?
If you have a concern about any aspect of this study, you should ask to speak with the 
researcher who will do her best to answer your questions (see ‘Contact Details’ in this 
Information Sheet), or to any member of staff at Eating Disorders Service. If you remain 
unhappy and wish to complain formally, you can do this through the NHS Complaints 
Procedure. Details can be obtained from the Eating Disorders Service.
Will my taking part in the study be kept confidential?
All information collected about you during the course of the research will be kept entirely 
confidential. Any information about you that leaves the hospital will have your name and 
address removed, so that you cannot be recognised from it. The information collected about 
you will be kept in a locked filing cabinet and retained for 10 years. Data will be entered and 
stored in a password protected computer file and a code will be assigned to you so that your 
name will not appear in this file. Only the researchers will have access to the data. In 
addition, authorised people from the Trust may require access to it to check that the study is 
being carried out correctly. All will have a duty of confidentiality to you as a research 
participant and nothing that could reveal your identity will be disclosed outside the research 
site.
What will happen to the results o f the research study?
It is anticipated that the results of this research will be submitted for publication in a peer-
reviewed joumal. You will not be identified in any report or publication.
Who has reviewed the study?
This study has been reviewed and approved by the Surrey Research Ethics Committee (REC 
Ref. 10/Hl 109/18, contact number: 01483 406 898) and the University of Surrey Faculty 
Ethics Committee.
Thank you for taking the time to read and consider participating in this research project. This 
copy of the Information Sheet is yours to keep. If you agree to take part, then you will be
asked to sign a Consent Form, and you will be given a copy of that form.
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6.7. Appendix 7: Consent Form
UNIVERSITY OF Eating Disorders Service 
[details omitted to ensure anonymity]
Title of Proiect: Body Related Behaviours in the Eating Disorders
Name of Researcher: Reena Amin
Contact Details: University of Surrey, Guildford, Surrey, GU2 7XH
Eating Disorders Service [details omitted]
(The patient should complete the whole of this sheet himself/herself)
Please circle “YES** or “NO**
Have you read the patient information sheet?
Have you had the opportunity to ask questions and discuss the study?
Have you received satisfactory answers to all your questions?
Who have you spoken to?
YES NO 
YES NO 
YES NO
Do you understand that your participation is voluntary, YES NO
and that you are free to withdraw from the study:
at any time; without having to give a reason; without affecting
your future medical care, or legal rights?
Are you willing to allow access to your medical records? YES NO
(please note that this is only for the purpose of confirming your age, diagnosis, 
duration of eating disorder, and any past treatment)
Are you willing for your GP to be contacted about your participation in this 
study?
Do you agree to take part in this study?
YES NO 
YES NO
Name of participant Date Signature
Name of person taking consent Date Signature
(if different from researcher)
Name of researcher Date Signature
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6.8. Appendix 8: Letter to General Practitioner
UNIVERSITY OF Eating Disorders Service
[details omitted to ensure anonymity]
LETTER TO GP: Version 2 (30/04/2010), Rec Ref: 10/H1109/18
Dear Dr. 
Re:
This letter is to inform you that your patient has consented to take part in a research project 
entitled: Body-Related Behaviours in the Eating Disorders. This project is being conducted 
as part of a doctorate level thesis at the University of Surrey and is a collaboration with 
Eating Disorders Service [details omitted].
The project entails_________completing a set of questionnaires at the start of therapy. No
further contact shall be required with the patient after this time. It is not envisaged that the
project will cause adverse effects, however ______  has been advised that should the
questionnaires raise any concerns, they can discuss these with their clinician at the Eating 
Disorders Service or GP.
This study is independent to any treatment and the relevant clinician shall notify you of the 
patient’s progress and the outcome of treatment at a later time.
Yours sincerely
Reena Amin Professor Glenn Waller
Trainee Clinical Psychologist Consultant Clinical Psychologist
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6.9. Appendix 9: Documentation from Surrey NHS Ethics Committee
Surrey R esearch  E th ics C om m ittee 
Education Contre 
Royal Swroy County HoapKat 
Egofton Road 
GUILDFORD Swmy 
GU2  7XX
Telet^wnet 0 1 483  40G898 
FacsimBe:
14 April 2010
Dear MrsAmin
Study Title: Body related behaviours In the eating disorders
REC reference number: 1Ô/H1109/18
Protocol number: 2
The Research Ethics CommiUee reviewed the above application at the meeting held on 13 
April 2010. Thank you for aUending to discuss the study.
Ethical opinion
I. Manbers felt diat the GP Letter suggested monitoring the patient and reportmg back 
to the Researcher whkdi was part of normal medical pracbce blit outside research. It 
was considered to be Inappropriate to ask the GP to report on conRdential patient 
detalb. You agreed to make die revision.
The members of the Committee present gave a favaurable ethical opinion of the atx)ve 
researdi on the tiasis desmbed m the applicalioh form, protocol end sui^ x^irting 
dorximentatipn, sub||ect to the condiUons qaedfled below.
Ethical review of research sites
The favourable opinion a^Bes to all NHS sites taking part in the sWdy, sutqect to 
management permission being obtained Rom the NHSA4SC R&D oRrce prior to Ihe start of 
the study (see 'Condidons of the favourable ppinlon" below).
Conditions of the favourable opinion
The favourable opinion is subject to Ihe followng condlBons being met prior to the start of 
the study.
Management permission or aorrroval must be otitained from eadi host organisation prior to 
the start of the study at the site concerned.
For NHS research s/fes on/y, managemenf perm/ss/on for research (TR&O approva/^ shou/d
he obtained from the relevant care organisation(s) in accordance with NHS research 
governance arrangerhents. Guidance or; appfy/ng for fVHS perm/ss/on hy research fs
This Research Ethic; Committee is an advisory committee to South E«st Coast Strategic Heailh Authority 
The Uatkwwl Heioafch Cthks Service {NHrS} represents the WRfS Directorate within 
the m tioraiPA tim t Suinty Agi'nty »nd R&mixh rthks Committæt in Sngkind
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a W ah/e m fhe Wagrafed Research App/fcaï/om Sysfem br af hhp;<Ww.rd%)r%/m.nhs.uk.
M%ere ïhe on/y /nvoNemen/ of/he /VHS origam/sahbn /a as a ParAajpar)/ /den///kahbm
Cenha, managemer)/ parmws/br) for research rs no/ required bu/ /he /?&i) o/fke shou/d he
no/«!wd ôf (he s/udy. Guidance shou/d he sough/ Aom /he R&O o#%  where necessary.
Sponsors are no/ required /o r?o//iy (he Comn)i/(ee of approya/s i^om hos( organ/sahons:
Other conditions specified by the REC
i. The GP Letter needs to be revised removir^ the section re/ernng to (he GP 
monhonng and reporting, but adding a secdon explaining that should patients 
become distressed during Ihe study, they will be referred back to the GP. Mease 
send copy of (he revised version to the REC office.
It is responsibility of the sponsor to ensure that all the conditions are complied with
before the start of the study or its initiation at a particular site (as applicable).
Approved documents
The documents reviewed and approved at the meeting were:
(Acumen/ Version De/C
REC application 2.5 08 March 2010
Protocol 2 01 March 2010
Investigator CV 10 March 2010
Patlclpant Information Sheet 1 0Î March 2010
Participant Consent Form 1 01 Mwch 2010
GP/Consultant Information Sheets 1 01 March 2010
Evidence of Insurance or indemnity 08 July 2669
Referees or other scientific ci#;ue report 16 November 2009
Questionnaire: Validated - BRBS
Questmrmalre: Validated - OMNI
Questionnaire: Validated - HADS
Questionnaire: Validated - EDE-0
Supervisor CA/ - Dr Susan Thcype 09ManA2010
CV-Prof Glenn WaSer 01 March 2010
Membership of the Committee
The members of the Ethics Committee v4io were present at the meëbhg are listed on the 
attadied sheeL
Statement of compliance
The Committee is constituted in accordance with (he Govwnance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for R e ^ r ch  Ethics Committees in # e  UK.
After ethical review
Now that you have completed the application process please visit the National Research 
Ethics Service website > After Rewew
An «dvîKWy to m m h te e  to  Sou th  East Coast S tra teg ic  Health A uthority
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You are iniMted to give your vlow of the servke that you have racelved from the NaGonal 
Research Ethics Service and the application procedure. If you wish to make your views 
known please use the feedback form avaliabie on the website.
The attached document '/Uter ethical review -  guidance for researchers" gives detailed 
guidance on reporting requirements for studies with a tavourabie opinion, deluding:
# Notifying substantial amendments
# iWding new sites and investigators
# Progress and safety reports
# Notifying the end Of the study
The NRES website also provides guidance on these topics, which Is updated in the light of 
dianges in reporting requirements or procedures.
We would also like to Inform you Wtat we cmsult regularly with stakehdders to Improve our 
service. If you would like to Join our Reference Group please email 
referenceorouoi9)nres.nos8 nhs.uk.
10/H1109/18 Please quote this number on all correspondence
With the Committee's best wishes for the success of diis project 
Yours sincerely
Prof David L"Russell-Jones
Chair
Email: rso-tr.ethicscommittee@nhsmet
Enclosures: List of names and professions of members who were present at the
meeting
"After ethical review -  guidance for researchers"
Copyk): Ms Mary John 
Programme Director 
University of Surrey 
Guildford 
GU2 7XH
An advisory com m ittee to  S outh  East Coast S tra teg ic  Health Authority
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A faffom a/ j ^ e s e a r c h  E fA /cs
Surrey Research Ethics Committee
EducaOonCeMm 
The Royal Surray C%mty Hoaphal 
EgarionRoad  
GUILDfWtO 
Surrey 
GU2  7XX
,ne: 01483 5711:2 rx, 4142 
O re c tU M fa x :  014K:4eÿ»% 
rr'ti rscu'Blhlcscomm^ee.rrn'^'wi
4 May 2010 
Mrs Reeoa Amin
DiKorMrsAmîn
Study Title: Body related behaviours ïa the eating disorders
REC reference number: Î 0/1113 09/18
Protocol a timber: 2
Thank you Au yôur êmâil o f  30 April 2010. I can conbrm the REC hta received the documoiis 
liatM below as evidence o f compliance with the approval conditions detailed in oar letter dated 15 
April 2010 Mease note these documents are for infbimatioo only and have not been renewed by the 
cdinmittec.
Documents received
The documents received were as follows:
i. GP Letter, version 2, dated 30 April 2010
10/H13 09/18_______Please quote this number on all correspondence
Yours sincerely
Mrs Jane Jackson 
Committee Co-ordinator
P *  Neward» RW a CommMte* k am adiAwy <emmAta* to  Sbw(h R at C*»A Strategic Health Authority 
the ÀAtUonal RMeard) fthk* Sarvke /A'R&U reprKertU the NRSS rVretmmte wftkn 
(he Wa&irwtAeeht Safety Agemty A te Reewrich RhkiCrH)vn.-f.*; ,n fnglarNl
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6.10. Appendix 10: Documentation from Research and Development Committee
16 August 2010
Mrs Reena Amin 
University of Surrey 
Guildford 
Surrey 
GU2 7XH
Dear M rs Amin
Re: “Body related behaviours In the eating disorders.”
LREC Ref: 10/H1109/18
R&D Reference Number: WALGC10001
I am pleased to confirm that your project has passed peer review. Please note that 
this is not the final Trust approval letter Wiich you need before you can start your 
research.
Thank you.
Best pghes
Research Governance Officer
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16 August 2010
Mrs Reena Arnin 
University of Surrey 
Guildford 
Surrey 
GU2 7XH
Dear Mrs Amin
Re: “Body related behaviours in the eating disorders.”
LREC Ref: 10/H1109/18
R&D Reference Number: WALGC10001
i am pleased to confirm that the above study has now received a full R&D aooroval, 
and you may continue your research In
t. May I take this opportunity to remind you that during the course 
of your research you will be expected to ensure the following:
• Patient contact: only trained or supervised researches who hold the 
appropriate Trust/NHS contract (honorary or full) with each Trust are allowed 
contact with that Trust’s patients. If any researcher on the study does not hold a 
contract please contact the R&D office as soon as possible.
« Infonned consent: original signed consent forms must be kept on file. A copy 
of the consent form must also be placed in the patient’s notes. Research 
projects are subject to random audit by a member of the R&D office who will 
ask to see ail original signed consent forms.
• Data protection; measures must be taken to ensure that patient data is kept 
confidential in accordance with the Data Protection Act 1998.
• Health and safety: all local health & safety regulations where the research Is 
being conducted must be adhered to.
• Adverse evente: adverse events or suspected misconduct should be reported 
to the R&D office and the Ethics Commibee.
• Project update: you will be sent a project update form at regular intervals. 
Please complete the form and return it to the R&D office.
• Publications: it is essential that you inform the R&D office about any 
• publications which result from your research.
• Ethics; R&D approval is based on the conditions set out in the favourable 
opinion letter from the Ethics Committee. If during the lifetime of your research 
project, you wish to make a revision or amendment to your original submission, 
please contact both the Ethics Committee and R&D Office as soon as possible.
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» Please ensure that all members of the research team are aware of their 
responsibilities as researchers.
We would like to wish you every success with your project.
Yours sincerely
Research Governance Officer
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6.11. Appendix 11; Documentation from the Faculty of Arts and Human Sciences
; '  UNIVERSITY OF
SURREY
Df Adrian Coyle
ChalR FmowKy of Art* and Human Sokmoea Eddea Aroi and Human SdanteK
Committee
UnhmmMyofSunmy oowtar"  xwuK
R^W(0
Reena Amin 
Psycho Clinical Trsmee 
Department of Psychology 
Unlven^ of Surrey
12* July 2010
Dear Reena
Reference: 47B-PSY-10 (NHS Approved)
Title of Project: Body related behaviours In the eating disorders
Thar* yw (dr your submission of die above proposal
The Facul^ of Arts and Human Sciences Ethics GommltWre has given a favourable ethical 
opinion.
If there are any signmcaht changes to this proposa) you may ne^  to consider requestif  ^
scnrtiny by the Faculty ahics Committee.
Yours sincerely
I Coyle
#
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